ARIZONA STATE MEDICAL ASSOCIATION 
EL PASO COUNTY (TEXAS) MEDICAL SOCIETY 


SOUTHWESTERN MEDICINE 


OFFICIAL ORGAN OF 


NEW MEXICO MEDICAL SOCIETY 
THE SOUTHWESTERN MEDICAL ASSOCIATION 


EL PASO, TEXAS, SEPTEMBER, 1940 


Vol. XXIV 


HE lengthened span of life is an obvious fac- 
tor in the increased incidence of all neoplasms. 
Improved diagnosis and treatment have excited a 
growing interest in bronchiogenic carcinoma. Di- 
agnostic consciousness, pathological as well as clin- 
ical, has contributed materially to the apparently 
gross increase in this carcinoma in recent years. 
Whether the accession be apparent or real, many 
authorities now rank this tumor second among 
the neoplasms (10-15 per cent of the total). At 
the Wisconsin General Hospital bronchiogenic 
carcinoma accounts for 5.9 per cent of the deaths 
from neoplasms coming to necropsy. 

One of the contributory factors to the continued 
difficulty in the diagnosis of bronchiogenic car- 
cinoma is the multiplicity of its clinical expres- 
sions. These manifestations may be pulmonary or 
extrapulmonary. Complicating details may assume 
a dominant importance on one hand, or the pre- 
senting pulmonary symptoms and signs may be 
deemed inflammatory or metastatic to a remote 
neoplastic lesion on the other. An appreciation of 
the wide range of these masquerades should be of 
assistance in unmasking the real offender. 

Pulmonary tuberculosis is the most common er- 
ror in diagnosis of bronchiogenic carcinoma. 


CASE REPORTS 

Case 1—A. P., white male, 61 years old, dated 
his present illness to an acute respiratory infection 
three years previously. This illness led to bedfast- 
ness which continued to the time of admittance. 
The thorax had been aspirated by his family physi- 
cian and a clear fluid withdrawn. A high fever at 
the onset subsided after about 10 days. The tho- 
racentesis had relieved respiratory difficulty but 
he remained in bed because of weakness. A total 
of seven thoracenteses with corresponding relief of 
recurring hyspnoea was performed before admit- 
tance. There was very little expectoration of a 
thick, yellowish sputum. It was never blood streak- 
ed. Hoarseness had developed. Occasional night 
sweats were noted. The referring physician had 
diagnosed pulmonary tuberculosis and the patient 
was admitted for this reason. A weight loss of 
34 pounds had occurred over the past 2 months. 
Past medical history established the occurrence of 
— 14 years before and pleurisy on two occa- 

The physical examination showed the following 
pertinent findings: Emaciation, dyspnea, subcya- 
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nosis of the nail beds and lips, slightly enlarged 
anterior and posterior cervical lymph nodes, prom- 
inence of the right chest, marked restriction of mo- 
tion over the entire left side, dullness to percus- 
sion below the second left rib anteriorly and the 
third left rib posteriorly, absence of tactile fremitus, 
vocal resonance and breath sounds over the area 
of dullness on the left, hyperresonance with harsh 
breath sounds and a few fine crackling rales above 
this area of dullness. The right border of the heart 
was slightly displaced to the right. The heart tones 
were weak. The pulmonic second sound was great- 
er than the aortic second sound. Repeated exam- 
inations of the sputum were negative for tubercle 
bacilli. X-ray of the chest showed the heart dis- 
placed to the right. There was a diffuse density 
occupying the left lung field. The right lung field 
showed multiple small discrete densities scattered 
throughout the lung from apex to base. The im- 
pression from x-ray study was miliary tuberculo- 
sis of the right lung with pleural effusion on the 
left. Three thoracenteses were done and a total of 
1775 cc. of serosanguineous fluid was removed. 
Cultures of this fluid showed no growth. The tem- 
perature range during his hospital stay was from 
96 to 101.8 degrees F. The patient died on the 
seventeenth day. 

At necropsy the important findings were as fol- 
lows: The left lung was covered with fibrous tags. 
Its consistency was firm and there were grey- 
whitish plaques spread over the entire external 
surface. Upon section greyish white nodules were 
found scattered throughout the lung. There was 
a confluence of these areas in some portions. Mas- 
sive changes in the left lower lobe masked the 
bronchial tree and led to a suspicion of a primary 
carcinoma of the left lower lobe bronchus. The 
right lung showed similar but less marked changes. 
Nodules were noted in the epicardium, pericardium 
and both adrenals. Histologic study showed an 
adenocarcinoma of the bronchus. The metastatic 
nodules presented the same histologic structure. 

In this patient recurrent pleural effusion, weak- 
ness, hoarseness, fever, night sweats and weight 
loss raised the suspicion of a tuberculous back- 
ground. The x-ray changes did not weaken this 
position. The negative sputa and pleural cultures 
were ignored. It is entirely possible that a biopsy 
of the cervical lymph nodes would have concluded 
an antemortem diagnosis of bronchiogenic carci- 
noma. 

Case 2—R. F., white male, 50 years old, com- 
plained of weakness succeeding an attack of in- 
fluenza 15 months previously. At this time the 
physician told him that the right lung was mark- 


edly congested. The recovery was apparently in- 
complete, although he remained in bed only 2 
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weeks. A weight loss of 15 pounds attended this 
illness. In the judgment of the patient he had 
never regained his full strength, and vague gastro- 
intestinal complaints followed the attack. Eleven 
months after the original illness the patient at- 
tempted to resume full work as a laborer, but ex- 
perienced inordinate fatigue and anorexia. After 
a month he discontinued his work and called a 
physician, who found a massvie effusion in the 
right pleural cavity. Aspiration removed 3 quarts 
of a reddish fluid which showed no tubercle bacilli. 
Three weeks later and 6 weeks later aspirations 
withdrew a pint and one-half pint of straw-colored 
fluid respectively. A peculiar mass had been ob- 
served on the top of the head for 6 months. Pal- 
pitation, dyspnea, flatulence after meals, muscle 
twitching and pain in the back with a total weight 
loss of 35 pounds developed over the period of ill- 
ness. Suppurative arthritis from the trauma of a 
logging hook led to ankylosis of the left knee 25 
years previously. The family hsitory disclosed the 
occurrence of tuberculosis in a paternal uncle and 
a first cousin. 

The important physical findings were the firm 
mass in left fronto-parietal region, 4x6 cm., at- 
tached to the underlying skull, the right side of the 
chest smaller than the left, excursion definitely 
limited on the right, tactile fremitus decreased be- 
low the second rib anteriorly and fifth vertebral 
spine posteriorly on the right, impaired resonance 
at the right apex, small area of tympany in the 
mid-axillary line, flatness below the second rib an- 
teriorly and the fifth vertebral spine posteriorly on 
the right, bronchial breath sounds over entire right 
chest. The first impression was pulmonary tuber- 
culosis with a pleural effusion and pneumothorax. 
From time to time the chest signs on the right 
altered and there were localized areas of woodeny 
tympany in recumbent position changed to dullness 
in upright position, absent to bronchial to amphoric 
breath sounds and occasionally whispered pector- 
iloquy in such areas upon change of positon. His 
temperature ranged from 96 degrees F. in the 
morning to 101 degrees F. in the afternoon. Stereo- 
scopic x-ray of the chest showed some fibrous in- 
crease in vertebral, first and second interspace dis- 
tributions, with some granular increase in density 
in the left first interspace. The dome of the left 
diaphragm was rounded, regular and slightly de- 
pressed. The right chest showed a peculiar cas- 
cading appearance of four separate fluid areas 
with an eliptical area of rarefaction above same. 
A diffuse density on the right obscured the heart 
and mediastinum, and below the diaphragm was 
obscured. The x-ray of the skull showed a large 
tumor in the soft parts over the right vertex, with 
an area of distinct bone destruction beneath. Re- 
peated blood counts showed a hypochromic anemia 
with the hemoglobin as low as 50% and erythro- 
cytes at 3,900,000. A polymorphonuclear leuko- 
cytosis of moderate degree, 93% of 14,950, pre- 
vailed. Repeated sputum examinations were nega- 
tive for tubercle bacilli. A nodular growth ap- 
peared in the right anterior axillary line. This 
was removed for biopsy and proved to be adeno- 
carcinoma. The diagnosis was changed to adeno- 
carcinoma of the lung with metastases to the 
pleura, lymph nodes and skull. 

Additional lymph nodes appeared in the right 
supraclavicular region and in the axillae. Hemop- 
tysis and dyspnea became prominent symptoms, 
and the patient died on the twenty-eighth day of 
his hospital stay. 

At necropsy the right lung was totally collapsed 
covered with a thickened pleura of cartilaginous 
consistency. Trabeculae of white cartilaginous- 
appearing tissue, particularly prominent in the 
sites of the interlobar fissures, penetrated the lung. 
The bronchi were markedly stenosed. Bronchial 
nodes were involved in a firm neoplastic mass of 
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cartilaginous density. At the base of the right lung 
there was a large mass of elastic tissue adherent to 
the body wall in this region. The diaphragm was 
1.5 cm. thick on the right. The left lung showed 
only generalized emphysema and areas of hemor- 
rhagic infarction. Microscopic study proved the 
neoplasm to be an alveolar type of epithelial 
growth. There was very little connective tissue 
stroma. Many tumor cells showed vacuolation and 
degenerative changes in the nuclei. There was some 
bone formation within the tumor and areas of 
dense fibrous tissue in others. Certain of the sec- 
tions of the mass seemed to arise from the bron- 
chial epithelium. Histologic sections of the liver 
and bronchial lymph nodes showed similar neo- 
plastic changes. 


The clinical course of this patient offers many 
points of interest. The family incidence of tuber- 
culosis and the prior occurrence of suppurative 
arthritis naturally gave strength to the thought of 
a tuberculous etiology. Again recurrent pleural 
effusion, weakness, weight loss and fever supple- 
mented the chest signs to support the diagnosis of 
pulmonary tuberculosis. The persistently negative 
sputa and the x-ray evideuce of bone destruction 
in the cranium prepared the way for the correct 
conclusion when a biopsy of the lymph node 
clinched the diagnosis of adenocarcinoma of the 
lung. Among the important lessons taught by this 
experience is the advisability of a biopsy of any 
suspected lymph node, no matter how unpromising 
it may appear. 

Next to pulmonary tuberculosis, abscess of the 
lung takes the questionable honor of second place 
among the erroneous diagnoses of bronchiogenic 
carcinoma. 


Case 3—K. S., white female, 62 years old, com- 
plained of a cough which had troubled her at in- 
tervals for almost a year. Six to 8 weeks before 
admittance to the hospital, hoarseness had super- 
vened. The cough, which had subsided in 3 or 4 
weeks after the onset of the hoarseness, recurred 
and became productive of mucus. This type of 
sputum persisted until two nights before entrance, 
when after a fit of coughing she spat up a quart 
of pus, yellowish in color and possessing a very 
fetid odor. After this bout the cough was less 
severe, but the sputum was tinged with blood for a 
few days. The temperature ranged to 100 degrees 
F. for a few days and shortly after admittance was 
101.6 degrees F. There had been a weight loss of 
17 pounds in 3 months. Weakness was particularly 
conspicuous during the week before entrance, and 
there was a dull constant pain, aggravated by tak- 
ing a deep breath, in the right lower chest. Night 
sweats recurred. There was vomiting on occasions. 
There were added malaise, postorbital headaches 
and intermittent. chilliness. 

To physical examination the findings of interest 
in the present relation were: Undernutrition, hot, 
dry skin, subcyanosis of the lips, prominent right 
supra- and infra-clavicular fossae, lag of inspira- 
tion on the right, decreased tactile fremitus below 
the sixth thoracic spine posteriorly and third inter- 
space anteriorly on the right, dullness over the 
corresponding area to flatness in the right axilla, 
decreased to absent breath sounds and spoken 
voice over the area of dullness, bronchophony in 
the right lower interscapular area and persistent 
rales in both lung fields. 

The urine contained a few coarse granular casts 
per ten low power fields. There was a mild 
chromic anemia with a hemoglobin of 60%, 3,740,- 
000 erythrocytes, 25,350 leukocytes with 91% neu- 


Septe 
troph 
= tuber 
scolic 
trach 
Ther 
entir 
calcil 
fourt 
hing 
| densi 
exter 
¢2nsi 
A 
vas | 
ling 
s der 
grad 
cegr 
Vhe 
s.ve 
brea’ 
at th 
cf c 
time 
siste 
of 4 
| and 
the 
absc 
seco! 
Af 
with 
sput 
Phy: 
shov 
righ 
| note 
seve 
brea 
rale 
| scar 
righ 
this 
of t 
Lipi 
tion 
lecti 
the 
F 
witl 
foul 
tem 
bee! 
che: 
cur: 
cus: 
sixt 
rest 
ove’ 
ery’ 
phi 
34,2 
4 neg 
| sho 
the 
| soft 
the 
ine: 
L. 
nec 
| thi 
tier 
cut 
“ay 


Se Ww 


September, 1940 


trophiles. The sputa were repeatedly negative for 
tubercle bacilli. X-ray of the chest showed a sharp 
scoliosis to the left in the upper dorsal region. The 
trachea was displaced to the right of the midline. 
There appeared to be a diffuse widening of the 
entire aortic arch. On the right there was a dense 
calcified shadow in extreme summit and below the 
fourth rib posteriorly. The lower portion of the 
hing field was obscured by marked increase in 
density, which faded off with feathery appearance 
extending up to the level of the second rib. This 
c2nsity completely obscured the diaphragm. 

A tentative diagnosis of carcinoma of the right 
l-wer bronchus with secondary abscess formation 
vas made and an alternative diagnosis of primary 
ling abscess in the right lower lobe was con- 
s dered. . 

After a period of observation and supportive 
treatment, during which time the temperature 
gradually subsided from a maximum of 102 to 99 
cegrees F., the chest signs changed perceptibly. 
‘he dullness in the right axilla was not as exten- 
s.ve nor as absolute as previously. Loud bronchial 
treath sounds and whispered pectoriloquy appeared 
at the base. There was hemoptysis of a fluid dram 
cf clotted blood. Sputa examinations thereafter 
snowed no tubercle bacilli. Chest signs varied from 
time to time, but the evidences of excavation per- 
sisted and were confirmed by x-ray. A weight gain 
of 4% pounds, together with the general subjective 
and objective improvement, led to the shifting of 
the clinical impression in support of pulmonary 
abscess rather than bronchiogenic carcinoma with 
secondary lung abscess. 

After 4% months the patient was readmitted 
with a history of a decrease in the cough and 
sputum and a further gain of 5 pounds in weight. 
Physical examination of the chest at this time 
showed reduction of the tactile fremitus at the 
right base posteriorly, impairment of percussion 
note below the third interspace anteriorly and 
seventh dorsal spine posteriorly, distant bronchial 
breath sounds over the upper right axilla, coarse 
rales medial to and below the angle of the right 
scapula, diminished breath and vocal sounds at the 
right base posteriorly. The x-ray of the chest on 
this admittance showed a decrease in the intensity 
of the clouding at the right base, and there was a 
suggestion of honeycombing in the right lower lobe. 
Lipiodol insufflation offered no diagnostic informa- 
tion. A bronchoscopic examination indicated ate- 
lectasis at the right base, but gave no cause for 
the same. 

Four months later the patient was readmitted 
with an interval story of an increased cough with 
foul smelling sputum, and an afternoon rise of 
temperature to 100 or 101 degrees F.. There had 
been a further gain of 3 pounds in weight. The 
chest signs included a lag in the respiratory ex- 
cursion on the right, some impairment of the per- 
cussion note, dullness over the same area as pre- 
viously, bronchial breathing in an area below the 
sixth rib posteriorly on the right, increased vocal 
resonance and pectoriloquy with many coarse rales 
over this area. The hemoglobin was 60%, 4,440,000 
erythrocytes, 224,050 leukocytes with 82% neutro- 
philes. This latter count continued to rise to 
34,200 with 92% neutrophiles. The sputa continued 
negative for tubercle bacilli. X-ray of the chest 
showed no appreciable change in the appearance of 
the right base, but an extension to the left, where 
soft linear shadows radiated from the hilum into 
the lung, and there was a rather diffuse area of 
increased density in the left midlung zone. Dr. 
L. W. Paul interpreted this extension to the left as 
neoplastic in origin. The temperature range on 
this admittance was 98 to 103 degrees F. The pa- 
tient died on the eighth day. 

At necropsy the right lung felt consolidated and 
cut with considerably increased resistance. The 
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superior lobe was partially consolidated, mottled 
grey-red in color, and contained only a slight 
amount of air. The lower lobe showed irregular 
consolidation and nodulation. The changes in the 
left lung were described as conglomerate tubercles 
just below the pleura in the upper lobe. The cut 
surface showed a disseminated miliary tuberculosis, 
according to the pathologist. The bronchial tree 
was irregularly dilated in both lungs. The anatom- 
ical diagnosis of bronchiectasis, broncho-pneumonia 
and miliary pulmonary tuberculosis was made. 
Histologic study of these sections showed no tuber- 
culosis, The pulmonary process was diagnosed as 
bronchiogenic and broncho-pneumonia with mul- 
tiple abscess formation. 


In this patient the clinical diagnosis of bronchio- 
genic carcinoma was deserted in favor of abscess of 
the lung on grounds that temporarily seemed ade- 
quate. The interference with bronchial (and 
lymph) drainage and infection distal to the point 
of neoplastic obstruction not infrequently lead to 
symptoms and signs of infection that may be over- 
whelmingly impressive. In this patient the tem- 
porary release of the dammed secretions and‘ the 
resolution of the resultant pneumonitis without due 
though to its possible explanation led to the illu- 
sion of permanent improvement. Not only did the 
clinical course offer many diagnostic difficulties 
but the interpretation of the gross pathological 
picture also proved incorrect. This error of mis- 
taking bronchiogenic carcinoma for tuberculosis at 
necropsy is not uncommon. Nor are the laboratory 
and other methods of diagnostic precision always 
helpful in this problem, as witnesses the following 
clinical experience: 


Case 4—E. G., white male, 44 years old, com- 
plained of weakness which had begun 4 months 
previously. Advancing weakness and early fatigue 
led to discontinuance of work. An afternoon rise of 
temperature was noted, and there was some chilli- 
ness. Studies of the chest supported by x-rays 
showed no suggestive changes, and three sputum 
examinations were reported negative for tubercle 
bacilli. After bedfastness of 5 weeks the patient 
felt better, but shortly thereafter his symptoms re- 
curred. The cough became productive of sputum, 
which was examined and again found to be nega-' 
tive. An x-ray study at this time was reported as 
showing a “pulmonary infection in the right base.” 
A weight loss of approximately 15 to 20 pounds had 
occurred since the onset of symptoms. Fleetings 
were noted at the right costal margin. Pew" 

To physical examination of the chest the right 
base showed distinct limitation of motion, dullness 
below the angle of the scapula extending in a for- 
ward slanting direction to the fifth rib anteriorly. 
A friction rub was heard over this area, but the 
breath sounds and vibratory phenomena were 
markedly reduced. An impression of carcinoma of 
the right lower lobe bronchus with atelectasis was 
made. The atelectasis was confirmed by x-ray of 
the chest. se 

The blood count at this time was 60% THémo- 
globin, 3,520,000 erythrocytes and 17,100 leukoc 
with 69% neutrophiles. 

The course in the hospital was interesting in the 
gradual subsidence of a temperature ranging daily 
from 98.2 to 103.2 degrees F. down to a normal 
level for the last 9 days of a 19-day hospital stay. 
A bronchoscopy was done and the right lower lobe 
bronchus showed considerable oozing from a mass 
of granulation tissue which precluded a visualiza- 
tion of this bronchus. Considerable blood and pus 
were aspirated from the right lower lobe bronchus 
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and the bronchoscopist reached the conclusion of 
an abscess as the probable explanation of the pic- 
ture. Another bronchoscopy was done and re- 

ported as showing the right upper and middle lobe 
Pench to be clear. Study of the right lower main 
stem bronchus disclosed flat granulation tissue 
which bled easily. Re-ray suggested very little 
change during the period of hospitalization. The 
patient was dismissed with a tentative diagnosis of 
bronchiogenic carcinoma, but an early re-checking 
examination was requested. 


He returned 2% months later with the history of 
having gained steadily in general strength and 
weight (24 pounds). The cough had almost dis- 
appeared. A small amount of whitish mucus was 
expectorated daily. Examination of the chest 
showed a definite lag in the respiratory excursion 
at the right base, with slight impairment and a 
slight reduction in the vibratory phenomena and 
breath sounds at this base. The blood count 
showed 88% of hemoglobin, 4,300,000 erythrocytes, 
14,500 leukocytes, of which 64% were neutrophiles. 
Stereoscopic x-ray of the chest showed only a very 
slight density adjacent to the right heart border. 
The improvement over the previous film was 
marked. Examination of the sputum for tubercle 
bacilli was negative, and a guinea pig inoculation 
and gastric aspiration were negative for tuber- 
culosis. The sedimentation rate of 6 millimeters 
in 60 minutes was noted. The impression of healed 
or dealing pulmonary abscess was made. 


The patient returned to the hospital for the third 
time 22 months later. He stated that his condition 
had remained unchanged except for an occasional 
dull pain in the left lower chest, and 6 weeks pre- 
viously a severe cough with the expectoration of an 
offensive white, frothy sputum had persisted for a 
week or 10 days. A tight, pressing feeling in the 
upper anterior chest occurred for a short time and 
then disappeared. The sputum became darker in 
color and amounted to about one-fourth cupful 
daily. Severe dyspnea had been noted at the out- 
set of the relapsing symptoms. A weight loss of 25 
pounds had occurred in the interval since the last 
admittance. 

Of particular importance at this time were the 
evidences of atelectasis at the right base in the 
limitation of motion, dullness, decrease in vibra- 
tory phenomena and breath sounds. The diagnosis 
of bronchiogenic carcinoma was reaffirmed and 
sustained by x-ray, bronchoscopic examination and 
‘biopsy of the lesion that obstructed the right lower 
lobe to bronchoscopy. Squamous cell carcinoma of 
the right lower lobe bronchus was diagnosed. The 
patient died from a tear of the inferior vena cava 
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upon the attempt at surgical removal. The neo- 
plasm had involved the diaphragm and the lung 
was frozen to the posterior mediastinum about the 
heart and great vessels. (Fig. 1.) 

This patient gave a characteristic history of 
weakness, cough, weight loss, pain and fever. The — 
advancing evidences of atelectasis of the right low- 
er lobe led to the clinical diagnosis of bronchio- 
genic carcinoma. The x-ray confirmed the diag- 
nosis of atelectasis without affording information 
as to its origin. The laboratory added the presence 
of a hypochromic anemia with a neutrophilic leu- = 
kocytosis. Early bronchoscopic examinations gave 
no confirmation of the clinical diagnosis. Progress 
x-ray studies lent further confusion to the picture 
when they confirmed the physical evidences of a 
disappearance of the atelectasis of the right lower 
lobe. The recurrence of these changes to physical 
examination and x-ray led to a repetition of the 
bronchoscopic study and upon biopsy the confirma- 
tion of the original clinical diagnosis of bronchio- 
genic carcinoma. In the intervening 2 years the 
tumor had become inoperable. This experience is 
a further argument for exploratory thoracotomy. 

The pleura may be the seat of a pyogenic process 
secondary to bronchiogenic carcinoma and the 
possible relationship may be overlooked. 


Case 5—C. L. H., white male, 41 years old, en- 
tered with the complaint of swelling of the legs, 
which had developed in 3 weeks. A dull aching 
abdominal pain, dyspnea on exertion, an unpro- 
ductive cough, pressure over the sternum, nausea 
and vomiting had further marked the course. 
Within 6 weeks time the patient had lost 40 pounds 
in weight. Seven years previously he suffered an 
attack of influenza. 

To physical examination the essential physical 
findings were: Cyanosis, decreased respiratory 
excursion of the right side of the thorax, decreased 
tactile fremitus, dullness and absent breath sounds 
over the right thorax, heart displaced to the left, 
the liver palpable and tender 5 cms. below the 
costal margin. The temperature was 101 degrees F. 
A diagnosis of chronic empyema was made. A 
neutrophilic leukocytosis of 90% of 15,800 was 
established. Aspiration of the chest withdrew about 
15 ccs. of thick greenish pus. Cultures of this fluid 
disclosed streptococci. X-ray of the chest showed 
a marked density occuping two-thirds of the right 


I. Roentgenograms of Case 4: A, showing collapse of the right lower lobe; B, 1% months later, demonstrating th« 
a ees of the collapse; C, 22 months after B, with recurrence of the collapse (and a diagnosis pneumothorax). 


September, 1940 


side of the thorax, almost obscuring the ribs and 
completely obscuring the right border of the heart. 

The surgical consultant advised open drainage 
and under nitrous oxide anesthesia a portion of the 
eighth rib was resected and about a quart of thick 
creamy pus was evacuated. Subsequent to the op- 
erative interference the patient improved some- 
what, but the fever of a remittent order continued 
between 99 and 101.8 degrees F. Periods of sharp 
dyspnea and paroxysms of coughing were par- 
ticularly troublesome. In spite of supportive care 
and local attention to the empyema cavity, the pa- 
tient’s condition bcame steadily worse and he died 
10 weeks after admission. ’ 

At necropsy the right lung showed a peripheral 
collapse and there was an abscess cavity occupying 
its lateral portion. The hilum was almost entirely 
replaced by neoplastic tissue, which was medullary 
upon section and infiltrated the lung quite exten- 
sively. It apparently arose from the mucosa of the 
main bronchus. The main bronchus was entirely 
occluded. The neoplasm extended to involve the 
mediastinum and the diaphragm on this side. In 
the anterior aspect of the left upper lobe there was 
an induration overlying a cavity 5x3.5x1.5 cm. con- 
taing thick mucopurulent fluid. The indurated por- 
tion of this cavity showed an alveolar structure 
with some necrosis, hemorrhage and infection. The 
liver contained many nodules from 1 millimeter to 
3 centimeters in diameter, light in color and fairly 
firm. Certain of these showed hemorrhage and 
central necrosis. Histologic section of the primary 
and secondary neoplasm showed a carcinoma with 
cells of the polymorphous type, resembling lympho- 
sarcoma in certain places. 


There was no suspicion of a neoplastic back- 
ground in this patient. The absence of a history 
suggestive of a respiratory infection might have 
afforded some diagnostic clue. Such, for example, 
was the direction of difierential approach in the 
following patient: 


Case 6—E. B., white male, 57 years old, pain in 
the stomach of 3 months’ duration. Foods other 
than soup apparently increased the pain. Inci- 
dentally, vertigo, palpitation and arrhythmia had 
led to bedfastness for 3 weeks before admittance. 
There was very little chest pain. A dry cough had 
persisted over a period of years and for 3 months 
there had been a small amount of whitish sputum. 
There was no hemoptysis. Weakness had ad- 
vanced and a weight loss of 43 pounds had oc- 
curred in 6 months. 

Upon physical examination dullness was demon- 
strated in the right base. No movement of the 
same could be demonstrated with change of posi- 
tion. The thorax showed only scattered fine, 
crackling rales in the right upper lung posteriorly 
and over the fourth interspace anteriorly. The 
spleen was just palpable and there was tenderness 
in the left lower quadrant. 

The preliminary diagnosis was pleurisy with ef- 
fusion at the right base, and its origin was thought 
to be either tuberculous or neoplastic reflecting 
metastases from a gastric carcinoma. A gastro- 
intestinal x-ray series showed no abnormalities. 
Bronchoscopy gave no diagnostic information. 
X-ray of the chest showed elevation and immo- 
bilization of the right diaphragm, and a dense 
shadow obscured the right base. To fluoroscopy 
this density did not shift with change of position, 
and the shadow was localized anteriorly and ex- 
tended obliquely upward in the region of the pri- 
mary fissure. Lipiodol insufflation showed incom- 
plete filling of the lower lobe trunks, and none of 
the lipiodol entered the basal clouding. On the 
basis of these findings an impression of an en- 
capsulated effusion was made. 
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A persistent neutrophilic leukocytosis of 13,500 
with 80% neutrophiles to 32,100 with 91% neutro- 
philes was recorded. The localization of the ef- 
fusion led to repeated exploratory thoracenteses. 
On the second attempt 10 cc. of a thick, yellowish 
pus mixed with blood was aspirated from the right 
lower thorax. Three days later 25 cc. of similar 
fluid was withdrawn. Bacteriologic studies of the 
same showed streptococci. A subperiosteal resec- 
tion of the right sixth rib was done, the pleura was 
incised, and a cavity of about 150 cc. entered. The 
patient continued to drain from this area; his tem- 
perature and leukocyte count dropped to normal. 
Twenty-two days after thoracotomy the cavity had 
entirely healed. Persistence of epigastric abdominal 
pain led to a repetition of the gastro-intestinal 
studies with negative results. 

The progress was not satisfactory and a fever 
ranging to 100.2 degrees F. recurred. An increase 
in the signs of fluid and the x-ray density at the 
right base led to exploratory puncture, whereupon 
5 cc. of thick, greenish-white pus was obtained. 
The old incision was reopened, and a 50-cc. cavity 
without gross pus was opened and packed. The 
patient continued to complain bitterly of epigastric 
pain, unrelated to meals and occasionally accom- 
panied by vomiting. The clinical course was sharp- 
ly downhill. There was some extension of the 
density at the right base suggestive of massive col- 
lapse upon x-ray study. Exaggerated breath sounds 
in the right axilla at one time suggested a bronchial 
fistula. Finally, a month after the second opera- 
tion, the patient had profuse drainage of a green- 
ish-brown, foul-smelling pus from his old empyema 
cavity. The leukocytosis, which had subsided to 
11,250, rose to 21,300 with 90% neutrophiles. Gross 
evidences of a broncho-pleural fistula persisted, 
and the patient died after a hospital stay of 4% 
months. 

Upon necropsy the right lung showed a direct 
connection of the fistulous tract from the empyema 
cavity to the main bronchus. The lower lobe con- 
tained a pale, opaque, neoplastic mass originating 
in the lower main bronchus. Extensive fibrosis 
and consolidation occupied the remainder of the 
lower lobe. In the upper lobe there was a cavity 
5 cm. in diameter, irregular in shape and lined with 
inflammatory exudate. There was extensive con- 
solidation in the remainder of the upper lobe. The 
left lung contained a grey-green, softened area 
3 cm. in diameter. The softened area was sharply 
outlined by a hemorrhagic zone and a thin white 
line just inside the same. The remainder of the 
lung showed massive colorized thrombus. The ar- 
tery leading to the softened area in the left lobe 
contained a laminated thrombus. A metastatic 
neoplastic process likewise involved the pericardium 
and right auricle. The histologic study of the neo- 
plasm showed a transitional cell carcinoma in 
places, with prickle cell epithelioma in others. 


In retrospect, the failure to establish a clear ex- 
planation for the empyema and its recurrence after 
adequate drainage might well have excited the sus- 
picion of a neoplastic background. The usual meth- 
ods of precision, x-ray, bronchoscopy and lipiodol 
insufflation, however, afforded no support for this 
diagnosis. This circumstance lends weight to the 
position that bronchiogenic carcinoma must always 
be kept in mind in the presence of an unexplained 
lung abscess or empyema. 

Naturally, bronchiectasis takes its place among 
the masquerades of bronchiogenic carcinoma. 

Case 7—J. S., colored male, 53 years old, was ad- 
mitted with the chief complaint of a cough which 


had continued over 2 years. The sputum was clear 
mucous to greenish-yellow in type. Occasionally 
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blood tinging of sputum was noted in the early 
morning. Periodic pains occurred in the chest. 
Two or three times a month night sweats were 
noted. A week before admittance chills lasting 30 
to 35 minutes had occurred. General malaise and 
weakness, with a weight loss of 20 pounds in a year 
and a half, completed the subjective history. 

The chest showed an increase in the supraclavi- 
cular fossae, right. greater than the left, limitation 
of motion on the right side of the chest, pulsations 
in the second interspaces bilaterally, impairment to 
dullness throughout the right chest, bronchial 
breath sounds and increase in vibratory phenomena 
on the right, coarse moist rales in both lung fields. 
The diagnosis of chronic bronchitis and bronchial 
asthma was made, and bronchiectasis and pul- 
monary tuberculosis were considered as possible 
complicating conditions. 


Laboratory studies disclosed 23,600 leukocytes with 
94% neutrophiles on admittance. Sputum exam- 
inations were repeatedly negative for tubercle ba- 
cilli, but there were found streptococci and gram 
positive pleomorphic bacilli. X-ray of the chest 
showed displacement of the heart to the right, and 
there was an irregular and quite dense opacity 
which largely obscured the lower half of the right 
lung field. It was more dense medially and faded 
out gradually toward the periphery. Throughout 
this zone of density appeared an irregular rarefac- 
tion. An x-ray diagnosis of atelectasis of the right 
lower lobe with multilocular abscess formation was 
made. A bronchoscopic examination was done, and 
pus was withdrawn from the right main branches, 
but no obstructive lesion was seen. Lipiodol in- 
sufflation was attempted, but it was unsuccessful. 
The temperature ranged from 95 to 103.2 degrees F. 
The first stage of a drainage of the lung abscess 
was done with resection of ribs and packing with 
gauze. The condition following this process was 
fairly satisfactory, although dyspnea continued and 
it was necessary to support the patient with oxy- 
gen. Seventeen days later a second stage of the 
drainage was carried out. An incision was made 
through the area of adhesions and the lung was 
opened with the cautery. Much thick, yellow pus 
was encountered. The patient did fairly well for a 
few days, and then dyspnea, weakness and pros- 
tration preceded death 2 weeks later. 


At necropsy a bronchiogenic carcinoma 2.5 cm. 
in diameter was found almost completely occluding 
the right main bronchus in an irregular cauliflower- 
like growth. The tumor was white in color, firm 
in consistency and practically overlaid the lumen 
of the secondary bronchus to the lower lobe. The 
upper right lobe was mottled dark green and grey, 
and contained little air. The posterior portion of 
the lower lobe was dark red, and contained many 
cystic cavities with necrotic walls filled with red 
cloudy fluid. The anterior portion of the lower 
lobe was greenish-white in color, and contained 
many small cavities with indurated walls filled with 
thick purulent-appearing material. Throughout 
the parenchyma were many irregular nodules up to 
3 cm. in diameter. Through the left lung were 
many firm nodules grey to white in color, giving 
the surface a granular appearance. The bronchio- 
genic neoplasm proved to be prickle-cell in type. 
There was, in addition, an extensive tuberculous 
process. The lung abscesses were tuberculous, and 
there were miliary tubercles in the bronchial nodes 
and spleen. 


In retrospect, this patient can scarcely be con- 
sidered to represent an uncomplicated problem in 
diagnosis. The clinical diagnosis was changed 
from chronic bronchitis and bronchial asthma with 
bronchiectasis and pulmonary tuberculosis as al- 
ternative considerations to pulmonary abscess in 
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the atelectatic right lower lobe. In the light of 
the necropsy findings it is difficult to explain the 
negative sputa (for tubercle bacilli) and the failure 
of bronchoscopy to establish the existence of the 
bronchiogenic carcinoma. Of course, the abscess of 
the lung evacuated by surgery was secondary to 
the neoplasm. 

Occasionally bronchiogenic carcinoma may occur 
in the guise of bronchial asthma. 


Case 8—G. R., white. male, 55 years old, was ad- 
mitted to the hospital*for a study of bronchial 
asthma. He dated his shortness of breath to an 
exposure to dust in threshing 5 months previously. 
Marked wheezing attended this shortness of breath, 
which was increased upon exertion, such as walking 
against the wind or in cold weather. Cramp-like 
pains in the right and left chest upon exertion 
occurred, and there was unusual fatigue for 8 
months. The cough was productive of very little 
sputum. Upon one occasion a slight epistaxis fol- 
lowed a severe bout of coughing. 

The occupational history was interesting in the 
fact that 40 years ago the patient worked in an 
open limestone quarry, breaking stones with a ham- 
mer. He continued this occupation for 1 year, and 
then after an interval of 4 years returned to run 
a steam engine in a limestone crusher. This oc- 
cupation was dusty, but never included stones other 
than limestone, and he continued at the occupation 
for 6 years. From that time he had been a farmer. 

The important physical findings related to the 
nodular enlargement of the thyroid, posterior cer- 
vical lymph nodes on the left, enlarged and firmly 
nodular, emphysematous contour of the chest, 
dyspnea at rest, retracted costal margins at top of 
inspiration, suppressed breath sounds in the right 
upper lobe particularly anteriorly, with coarse in- 
spiratory and expiratory rales scattered through 
em lung fields and fine crackling rales at both 

ases. 

A diagnosis of carcinoma of the right upper lobe 
bronchus was made. X-ray of the chest showed a 
fan-shaped area of increased density extending 
outward and upward from the right hilum and 
limited below by the secondary interlobar fissure 
on a plane with the third rib anteriorly. This 
density was more marked medially, where it merged 
with the hilum shadow. Dr. L. W. Paul confirmed 
the clinical impression of bronchial carcinoma with 
partial atelectasis of the right upper lobe. The 
cervical lymph node was removed for biopsy, and 
upon section proved to represent a tuberculous 
lymphadenitis. 

In spite of this finding the clinical opinion of a 
bronchiogenic carcinoma prevailed, and the pa- 
tient was recalled for further study. Bronchoscopic 
examination on this occasion was impossible by 
reason of the patient’s lack of cooperation. The 
Mantoux test was negative. The pulmonary signs 
changed perceptibly, and an inspiratory stridor had 
developed in the second right interspace on the 
second admittance (9 days after the first dis- 
charge). There was reduction to complete sup- 
pression of the breath sounds and voice sounds in 
the right upper lobe. Progress x-ray films at 12 
and 22 days showed some accentuation of the basal 
trunk markings on the right without alteration in 
the upper lobe density. Repeated sputum exam- 
inations for tubercle bacilli were negative. Lipiodol 
insufflation of the right bronchus indicated a par- 
tial to almost complete obstruction of the right 
upper lobe bronchus close to its origin. After a 
preliminary graduated pneumothorax an explora- 
tion of the thoracic cavity was done, and carcino- 
matous nodules were found throughout the right 
lung and mediastinum. The right pulmonary ar- 
tery was ligated, but the neoplasm was deemed in- 
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operable. The clinical] picture, the postoperative 
course and the chest findings indicated a terminal 
broncho-pneumonia. 

Although bronchial asthma was the working diag- 
nosis in this patient, the true state of affairs was 
soon discerned in the local!zed suppression of breath 
sounds in the right upper lobe. Later there was 
added an inspiratory stridor in the second right 
interspace. An interesting misleading detail arose 
in the biopsy return of a tuberculous lymphadenitis 
in the cervical nodes. 

The present symptoms of bronchiogenic carci- 
noma may be remote from the lung. The occas- 
sional misguiding occurrence of. a marked cervical 
lymphadenopathy is illustrated by the following 
patient: 


Case 9—D. R. C., white male 55 years old, first 
noted .pressure as though the eyes were going to 
pop out when he leaned over 3 weeks before ad- 
mittance. At about the same time he also noted 
the soreness of his neck. A week later he first 
noticed a nodular enlargement in his neck and 
axilla. An x-ray was taken by his home physician 
and established some change in the chest. Recent 
anorexia, nervousness and apprehension were re- 
marked. About a month previous to his present 
illness, he had noted some breathlessness and a 
sense of suffocation at night. Ecchymoses were 
observed on the anterior thoracic wall about 2 
weeks before admittance. 

The pertinent physical findings were: Palpable 
nodes in the left cervical region, and axillae, cya- 
nosis of the base of the neck, dilated veins over 
the thorax, dullness at the right apex below the 
clavicle close to the’ midline, diminished voice and 
breath sounds over the right apex posteriorly, pal- 
pable liver and spleen. The working diagnosis was 
Hodgkin’s disease or lymphosarcoma. A biopsy of 
one of the axillary lymph nodes was diagnosed as 
lymphadenitis. The presence of pleural fluid led 
to an aspiration which was not diagnostic. X-ray 
of the chest showed a normal left lung field. The 
right upper lobe was contracted and showed a zone 
of density close to the lung root and mediastinum. 
The right diaphragm was quite high. The roent- 
genologic appearance suggested a neoplasm of the 
right upper lobe bronchus with partial collapse and 
neoplastic infiltration into this lobe. The high 
right diaphragm suggested phrenic involvement on 
this side. 1500 r units of deep x-ray were given in 
eight divided doses. The temperature was only 
very slightly elevated, from 99 to 99.6 degrees F., 
= two occasions. He died on the twenty-fourth 

y. 

At necropsy the primary neoplasm was found to 
arise from the right upper lobe bronchus and to 
extend diffusely into the parenchyma leading to a 
marked atelectasis. This neoplasm had likewise 
extended into the hilum, with some pressure on the 
superior vena cava particularly. The left lung was 
normal except for the presence of muco-hemor- 
rhagic material in the main bronchi and a partial 
atelectasis in the posterior portion of the lung. To 
histologic section the carcinoma apparently rose 
from the small bronchioles and tended to become 
scirrhous. There were areas of infarcation and 
necrosis in the tumor tissue. These changes, to- 
gether with a marked fibrosis, suggested the re- 
sults of irradiation. 


This patient presented an extremely short course. 
Fortunately, the laity as well as the profession is 
biopsy conscious, and advantage should be taken of 
this diagnostic aid upon the slightest suspicion. 
In this instance the selected node was apparently 
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not diagnostic. The clinician must select the site 
for biopsy with utmost care. The x-ray examina- 
tion concluded the diagnosis of bronchiogenic car- 
cinoma which was confirmed at necropsy. 

One of the most dramatic of these masquerades 
is cerebral tumor. 


Case 10—M. K., white female, 61 years old (his- 
tory obtained from husband). The patient had en- 
joyed good health until a year previously, when 
one side became rigid and paralyzed. It remained 
unchanged for the intervening period. Several 
months later the opposite side became rigid and 
the patient became bedfast. Weakness in the op- 
posite arm four weeks before admittance made it 
impossible for the patient to help herself. Com- 
plete mental detachment with periods of unrespon- 
siveness was observed. 

The physical examination revealed a vacuous 
and immobile facies, generalized spasticity more 
marked on the left than the the right, and all ex- 
tremities somewhat flexed. The right arm alone 
could be partially extended. Slight strabismus on 
the left and ironing out of the right side of the 
face with slight ptosis of the right upper lid were 
noted. There was a high degree of choking of the 
optic discs. No abnormalities were established to 
physical examination of the chest. Neuro-muscular 
examination was unsatisfactory because of the 
spasticity and contractures in the right leg. The 
right biceps and triceps reflexes were extremely 
hyperactive. The Babinski responses were bilater- 
ally positive, as were also the confirmatories. 

Upon laboratory examination a slight hypo- 
chromic anemia was established. The blood Was- 
sermann reaction was negative. A lumbar puncture 
was performed and the initial pressure was 350 
mm. of water. After removal of approximately 
12 cc. of spinal fluid, the pressure fell to 90 mm. 
of water. The spinal fluid Wassermann reaction 
was negative, globulin faintly positive, gold sol 
1233310000, cells 1, poteins 49 mgms. per cent, sugar 
79 mgms. per cent (corresponding blood sugar 101 
mgms. per cent). Stereoscopic films of the skull 
were unsatisfactory because of poor cooperation. 

The temperature rose steadily during her hospital 
stay and on the eighth day reached 102.8 degrees F. 
The presence of abundant rales with an elevated 
respriatory rate of 40 and pulse rate of 164 led to 
the diagnosis of broncho-pneumonia. The clinical 
impression of a deep-seated cerebral neoplasm, 
starting in the left hemisphere and involving the 
basal ganglia and opposite hemisphere, was reached. 

Upon necropsy the brain tumor, 5x5x4 cms., was 
localized in the right occipital lobe. The terminal 
broncho-pneumonia was confirmed and an area 3 
ems. in diameter at the lower tip of the upper lobe 
which was thought to represent an organizing 
pneumonia, was removed for histologic section. The 
brain tumor, as well as the pulmonary nodule, 
proved to be adenocarcinoma of bronchial origin. 
The primary tumor was overlooked at necropsy, 
but in addition to these metastatic lesions in the 
lung and brain, there were further histologic evi- 
dences of metastatic adenocarcinoma in the pleura, 
pericardium, tracheo-bronchial lymph nodes and 
retro-aortic tissue. 


In this instance the cerebral picture dominated 
the clinical course. The lungs were apparently un- 
suspected. The primary diagnosis of a cerebra] neo- 
plasm was presumably confirmed upon necropsy. 
Only upon histological study was the true state of 
affairs established as a bronchiogenic carcinoma 
with metastastes to the brain. This circumstance 
probably constitutes the most interesting of the 
varied manifestations of this amazing tumor. 
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A slight variation of the same story is illustrated 
by this patient: 


Case 11—C. H., white female, 43 years old, com- 
plained of severe headaches of 2 months duration. 
_A month before admittance there was a period of 
emesis without reference to the ingestion of food 
or other circumstances. This lasted for 2 weeks. 
For 3 weeks before entrance she held her head to 
one side and complained of “sore glands” in the 
neck. Two episodes of vertigo in the past year 
have led to falling. The attacks were so severe 
as to incapacitate the patient for the past 2 months. 
Memory for recent events failed and the patient 
expressed a sense of nervousness. Failing vision 
and diplopia were marked for the past several 
months. The inventory by systems disclosed the 
occurrence of a chronic cough with considerable 
expectoration for the past year. Hemoptysis of 
considerable severity occurred through this period. 
Recurrent chills, fever and sharp pains in the chest 
were noted for 3 months. In the past medical his- 
tory the only circumstance of importance was the 
occurrence of influenza 14 years ago. 

The physical examination of the house staff and 
visiting physicians directed particular attention to 
the mental status of the patient and to the evi- 
dence of a neurologic lesion, in the choking of the 
discs, hemorrhages and exudates, tilting of the head 
to the right, dysmetria on the right and exag- 
gerated knee jerks on the right. The tentative 
diagnosis of hypernephroma with possible metas- 
tases to the lungs and brain was made with an 
alternative diagnosis of brain tumor. X-ray of the 
thorax disclosed a dense shadow extending upward 
and outward from the left upper hilum well out 
into the lung field. The lower border of this den- 
sity was rounded and quite sharply demarcated, 
while superiorly the density faded out gradually 
into the parenchyma and was limited by an oblique 
upper margin. Dr. L. W. Paul suggested the diag- 
nosis of a bronchiogenic carcinoma. 

A re-check of the physical findings established 
the existence of dullness in the left upper chest, 
with some increase in the breath and voice sounds 
over this area. The temperature was only occa- 
sionally elevated above normal, the highest level 
being 100.4 degrees F. The patient died after a 
hospital stay of 43 days. 

At necropsy a portion of the left upper lobe was 
atelectatic and nodular in appearance. On section 
there were numerous areas of a greyish cellular- 
appearing tissue infiltrating the hilum structures 
and the lung adjacent thereto. The lymph nodes 
were firm and nodular, and upon section appeared 
grey and medullary with some black anthracotic 
pigment. At no point was there an apparent break 
in the continuity in the lining of the bronchi, al- 
though they contained a moderate amount of blood 
tinged sticky mucus. The right adrenal contained 
a tumor nodule. The brain showed three yellowish 
gelatinous areas in the left hemisphere, one of 
which was in the tip of the frontal lobe, another 
in the midparietal region, and a third at the an- 
terior tip of the temporal lobe. Section of these 
areas disclosed a cavity in the parietal lobe measur- 
ing 3x5x2 cms., apparently resulting from the de- 
generation of a tumor nodule. The right lobe of 
the cerebellum was the site of a similar process. 
On histologic section of this tumor of the lung and 
the several metastases, a diagnosis of primary 
bronchiogenic carcinoma of the mucous gland type 
was =_— Occasional cells were observed to pos- 
sess cilia. 


Obviously the error in this instance related to 
the definition of the primary site of the neoplasm. 
The cough and hemoptysis were incorrectly ex- 
plained upon the basis of a metastatic rather than 
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@ primary lesion. The x-ray appearance favored 
bronchiogenic carcinoma. Of especial interest was 
the extent of the cerebral and cerebellar metastases. 


DIAGNOSIS 

Many further diagnostic problems present them- 
selves from time to time. Probably the most in- 
volved among these relate to the concurrence of 
bronchiogenic neoplasm with totally unrelated con- 
ditions, such as toxic adenoma of the thyroid gland, 
bleeding duodenal ulcer, missed abortion and rheu- 
matic heart disease (with pulmonary infarcation). 
Of course, these disorders may dominate the clin- 
ical picture or there may be a combined respon- 
sibility for the disability. At times the existence of 
a bronchiogenic carcinoma may be unsuspected 
until the histological demonstration of the lesion. 

Actually in a series of 55 patients with bronchio- 
genic carcinoma in the Wisconsin General Hospital 
the correct clinical diagnosis was made in 38 (69%). 
A carefully evaluated history has an important 
place in this relation. The leading symptoms oc- 
curred in the following frequence: 


Number Per Cent 


Fever 44 80 
Cough 35 63.6 
Pain 29 52.7 
Dyspnea 26 47.2 
Weight loss 25 45.4 
Weakness 13 23.6 
Hemoptysis 12 21.8 
Chills, dysphagia and dysphonia were unusual 
symptoms. 


The physical signs varied greatly, as might be 
anticipated from the range of localization and the 
tissues predominantly affected. Roughly, the 
changes may be ascribed to a pleural or a bron- 
chial predominance. Signs of pleural fluid were 
elicited in 20 patients (36.3%). Dullness not aris- 
ing from effusion was present in 10 instances 
(18.1%). The vibratory phenomena and breath 
sounds were increased in only 3 patients (5.4%), 
whereas these signs were decreased or absent in 
11 patients (20%), without other evidences of ef- 
fusion. Atelectasis undoubtedly explained these 
signs. In our experience particular importance at- 
taches to the localized suppression of breath sounds, 
especially when the history points toward a bron- 
chiogenic neoplasm. A localized inspiratory stridor 
may be an occasional helpful sign. A careful in- 
vestigation for lymphadenopathy should be a rou- 
tine procedure. Twenty patients of this group 
(36.3%) showed enlargement of the cervical and 
axillary nodes (25.4% and 10.9%, respectively). The 
small supraclavicular nodes and the axillary nodes 
along the pectoral fold seemed particularly in- 
volved. 

The supporting measures of precision are very 
important elements in the diagnosis of bronchio- 
genic carcinoma. The roentgenologic studies are 
especially helpful. Pleural accumulations may 
mask the underlying pulmonary or bronchial lesion. 
A wedge-shaped density, with its base upon the 
hilum and its apex outward, characterizes a ma- 
jority of these tumors. The demarcation from the 
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normal lung may be sharp or indefinite. The neo- 
olasm may be centrally or peripherally placed. 
Almost as important, but only inferentially diag- 
nostic, are the evidences of bronchial obstruction 
which range from overaeration in partial to gross 
‘adiopacity in complete occlusion. The several in- 
‘lammatory and destructive lesions of the lung and 
»leura have no radiologic details peculiar to their 
.eoplastic origin. Lipiodol insufflation gives im- 
yortant localization of bronchial obstruction. In 
-8 patients (50.9%) the x-ray was a material con- 
ribution to the diagnosis. In only 3 established 
rronchiogenic carcinomata (5.4%) were x-ray 
tudies negative in the face of positive clinical evi- 
cence. 


The biopsy of metastatic nodes was diagnostic 
n 11 patients (20%). In 4 (7.2%) the material 
btained by biopsy was not diagnostic. Broncho- 
copy was diagnostic in 10 instances (18.1%). In 
. other patients (12.7%) with a positive clinical 
diagnosis of bronchiogenic carcinoma the broncho- 
-copic examination was negative. In 2 more (3.6%) 
yroved tumors of this group, both clinical and 
bronchoscopic studies were negative. In a like 
number oesophagoscopy fixed the diagnosis by 
biopsy. The thoracoscope undoubtedly will play a 
material part in the diagnosis of the future. 
Studies of sediment in pleural fluids for tumor 
cells have proved unreliable in the main. Occa- 
sionally neoplastic cells may be encountered in 
pleural fluid and in the sputum. 

The age and sex distribution of this series con- 
forms fairly well to other analyses. 


Male Female 
aa 1 0 
0 0 
3 


40 15 
Obviously, bronchiogenic carc:noma occurs pre- 
ponderantly after the fourth decade of life (89%) 
in the male sex (72.7%, or 2.6 males to 1 female). 
The wide spread of occupations among this group 
will not admit of any generalization. 


The necropsy studies of 29 of these patients are 
particularly instructive. In 24 subjects (43.6% of 
the total group) the post mortem examination con- 
firmed the clinical diagnosis. In 5 others (9% 
of the total group) the diagnosis of bronchiogenic 
carcinoma was first made at necropsy. Interest- 
ingly, recourse to the histologic study revised the 
gross diagnosis in 9 instances, a startling figure. 
The anatomic diagnoses had been organizing pneu- 
monia (1), pulmonary fibrosis (2), bronchiectasis 
(1), miliary tuberculosis (2), and broncho-pneu- 
monia (4). (One subject is duplicated in the 
double diagnosis of miliary tuberculosis and bron- 
cho-pneumonia.) While the studies for metastases 
in this group were not exhaustive, the predilections 
for lymph nodes, lung, pleura, liver, kidney, adrenal, 
brain and bone should be stressed. No instance of 
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bone involvement suggesting hyperparathyroidism 
has been encountered. 


COMMENT 

From this brief survey of the experience with 
bronchiogenic carcinoma in the Wisconsin General 
Hospital several observations seem justified: 

1. Bronchiogenic carcinoma may assume many 
clinical masquerades. Important among these guises 
should be remembered pulmonary tuberculosis, tu- 
berculous pleural effusion, pulmonary ab-=cess, bron- 
chiectasis, empyema, bronchial asthma, Hodgkin’s 
disease, lymphosarcoma, hypernephroma and brain 
tumor. 

2. Unexplained pleural or pulmonary suppuration 
should lead to the suspicion of bronchiogenic car- 
cinoma. 

3. Among the symptoms of this neoplasm, fever, 
cough, pain, dyspnea, weight loss, weakness and 
hemoptysis are most important. The occurrence 
of fever in the presence of pulmonary symptoms 
and signs should lead to the consideration of bron- 
chiogenic carcinoma rather than its exclusion. 

‘4. The wide variation in the physical signs arises 
from the site of the predominant lesion. If bron- 
chial obstruction be imminent or complete, sup- 
pression of the breath sounds with or without in- 
spiratory stridor may be an important guide post 
to the diagnosis. 

5. Roentgenologic aids have been more helpful 
than bronchoscopy in this series of patients. 

6. Biopsy of the primary lesion upon broncho, 
scopy or of accessible lymph nodes offers the most 
direct means of diagnosis. 

7. The anatomical diagnosis of bronchiogenic 
carcinoma is not always simple at necropsy, and 
histological survey must be the final check in all 
suspects. 

University of Wisconsin. 


REFEREN( 

Boyd, W.: Some Reasons for the Recent Increase of Bron- 
chial Carcinoma, Trans. and Studies, Col. Phys. Phila., 4th 
Series, 6:317, 1939. 

Fried, B.: Primary Carcinoma of the Lung, Williams and 
Wilkins, Baltimore, 1932. 

Jaffé, R. H.: The Primary Carcinoma of the Lung, J. Lab. 
and Clin. Med., 20:1227, 1935. 

Klotz, M. O.: Primary Carcinoma of the Lung, Am. J. Med. 
Sc., 196:436, 1938. 

Koletsky, S.: Primary Carcinoma of the Lung, Arch. Int. 
Med., 62:636, 1938. 

Simon, E. J.: Primary Carcinoma of the Lung, Year Book 
Publishers, Chicago, 1937. 


. . . I was much amazed to find on the title page 
of Chapman’s journal ((Philadelphia Journal of the 
Medical and Physical Sciences) for a period of 
years the following quotation from the Edinburgh 
Review: “In the four quarters of the globe, who 
reads an American book? or goes to an American 
play? or looks at an American picture or statue? 
What does the world yet owe to American physi- 
cians or surgeons?” Evidently the condescension 
of foreigners that so irked James Russell Lowell 
was not limited to literature. If the “Scotch Re- 
viewers” who uttered the bitter criticism were to 
come back today, how amazed he would be at 
America’s position in the world. 

—Shattuck Lecture, N. E. J. Med., Vol. 219, No. 16. 
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Spirochetal Bronchitis 


G. H. HESS, M.D. 


INCE Castellani (1905) first reported that spiro- 

chetes were the etiologic agents in certain 
forms of broncho-pulmonary pathology, numerous 
authors have reported on this association in all 
parts of the world. However, few have reported in 
the United States, although it is believed that more 
cases are being recognized in recent years.’ Be- 
cause spirochetal bronchitis is unusual, even physi- 
cians who specialize in broncho-pulmonary disease 
fail to diagnose it. 


CASE REPORTS 

Case I.—J. E., a white male aged 22 years, has a 

productive cough. This has been present since a 
post-operative broncho-pneumonia which occurred 
when he was 13 months old. There have been se- 
vere exacerbations about twice a year. At these 
times the cough increased in severity and pro- 
ductivity, the patient has a high fever, and he is 
confined to bed for a period ranging from two 
weeks to two months. On three occasions the con- 
dition progressed to a broncho-pneumonia, and 
J. E. has had a lobar pneumonia twice. In addi- 
tion to bed rest, his treatment has consisted of 
inhalants and expectorants which produce some 
symptomatic benefit. 
@ The cough is most severe in the morning, and 
deep breathing will initiate a coughing spell. The 
sputum is copious, thick and creamy-white, with a 
vile; nauseating odor and taste. Occasionally it is 
tinged or streaked with blood. J. E. regularly has 
an afternoon fever up to 100 degrees F., followed by 
sweats during the night. There are occasional 
sharp pains in the left side of the back that occur 
with cough paroxysms. Vomiting sometimes occurs 
after coughing, and is produced as much by the 
nauseating odor and taste of the sputum as by the 
severity of the coughing. The patient’s appetite is 
always good, and his weight is usually about 160 
pounds. During the past 8 months he has gained 
to his present weight of 190 pounds. 

J. E.’s past illnesses include measles, mumps, in- 
fluenza and whooping cough before he was 6 years 
old, and malaria at 15 years of age. A right in- 
guinal hernia was repaired when he was 13 months 
old. The post-anesthetic pneumonia resulted in 
the initiation of his present illness. ‘Tonsilectomy 
was done at 5 years and appendectomy at 8 years. 

The patient was born in Pine Bluff, Ark. Be- 
cause of his cough, he came to Arizona 4 years ago 
with considerable benefit. He is 22, and has been 
married 1 year. His wife is in excellent health and 
is pregnant. J. E. is employed as a salesman, since 
‘dust, fumes and exertion increase his coughing. 
He smokes about 10 cigarettes daily, uses no stimu- 
lants, and has never had any venereal disease. 

The patiént’s father is in good health. His 
before. Cochise County (Arizona) Medical Society, May, 
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mother has bronchial asthma. His only sister, ? 
years his junior, developed pleurisy and tubercu- 
losis a short time efter J. E. had left the family in 
Arkansas. She is now an arrested case. 

On casual inspection, J. E. appears to be a well- 
developed, well-nourished young man in good 
health. I was much surprised to find that his 
temperature was 101.2 degrees. The general physi- 
cal examination was essentially negative except for 
many carious teeth and a few scattered rales over 
the lung bases posteriorly. On other occasions the 
rales varied from inaudibility to loud rhonchi which 
could be heard several feet distant. 

Laboratory examinations showed his hemoglobin 
to be 85%, RBCs 4,600,000, WBCs 8,000, with 65% 
polys and 35% lymphs. Sedimentation rate was 35 
mm., Kahn negative, undulant fever negative, 
Mantoux negative, urine negative. Sputum showed 
no acidfast organisms, but many spirochetes were 
seen when it was stained by Gram’s method. Fusa- 
form bacilli were not found. 

X-ray showed an increase in shadow about the 
lung hili with some increased density extending to 
both bases. Lipiodol instilled into the bronchial 
tree showed no evidence of bronchiectasis or cavi- 
tation. Incidentally, the oil did not benefit the 
cough. 

Diagnosis of spirochetal bronchitis was made and 
the patient was given weekly injections of Ma- 
pharsen. There was an immediate decrease in the 
amount of sputum and cough with a return to 
normal temperature. 


Case II—E. F., born July 28, 1938, was the larger 
of identical male twins, both entirely normal. 
March 16, 1940, E. F. appeared to have a cold with 
a mild bronchial cough, upon my examination. 
After the child seemed well, his cough continued. 
He developed attacks of asthma which became in- 
creasingly severe. Cutaneous sensitivity tests on 
May 3 revealed marked sensitivity to rye, tobacco 
and pyrethereum. Removal of the allergens led to 
some improvement in the child. 

A second physician diagnosed the child’s condi- 
tion, on May 20, as whooping cough. However, E. Ff. 
had been given Sauer’s vaccine 6 months previous - 
ly, and his grandmother affirms he has neve 
“whooped.” On June 6 the same physician at- 
tended the child, ill with pneumonia. A roentgeno 
gram on June 10 showed complete consolidation 0 
the entire left lung. After successful therapy wit). 
sulfapyradine, there was a recurrence of symptom 
and fever on June 20. Again, good results followe.. 
use of sulfapyradine. 

Thereafter the writer examined the child abou" 
three times a week. His chronic cough seemed t. 
be explained by the partial resolution of the con- 
solidation. July 27 the cough was noticeably mor: 
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productive and fever recurred. Because of the foul 
odor and character of the sputum a lung abscess 
was suspected. A roentgenogram on July 20 
showed consolidation of the left lower lobe, but no 
findings suggestive of a lung abscess. In a sputum 
specimen on August 2, many spirochetes were 
found, but no fusiform bacilli or pneumococci were 
present. The Kahn test was negative. 

Intramuscular bismuth therapy, started on Au- 
gust 3, brought prompt remission of fever and de- 
crease in cough. By August 12 the auscultatory 
signs of pulmonic pathology were negligible. 


DISCUSSION 

Spirochetal bronchitis occurs predominately in 
adult males. Spano’ states that 90% of infections 
occur in adults and 70% are males. Fici’ claims 
that the disease does not affect children and that 
none of the statistics he has seen show a morbidity 
below the age of 20. However, Spano’s case was a 
boy aged 12. Fernandez and Carri‘ had a case the 
same age. Schwarz’ reports on a girl whose illness 
began at the age of 9. 

This disease is usually chronic. The case re- 
ported above has been ill for 21 years. Castellani 
is said to have had a case of 6 years’ duration, 
Najib Farah one of 8 years,’ and Schwarz a case 
ill for 9 years. 

Cecil' states that loss of weight and strength is 
common. Yet in my case there was an actual 
weight gain coincident with chronic cough and 
fever. Many authors remark upon the lack of 
weight loss and the “normal” appearance of their 
patients.’.°;" Cachexia would seem to indicate a 
compl:cation of the simple form of bronchitis. 

Spirochetal bronchitis has generally been con- 
sidered a highly communicable disease.':‘ This be- 
lief is seriously questioned by Schwarz’ and Fici,’ 
who, in 16 and 40 cases, respectively, have never 
found a familial or neighborhood contagion. With 
J. E. there has been no indication of infectiousness 
to his wife. If, as is generally accepted, the spiro- 
chetes reach the bronchi by aspiration, it should 
not be as communicable as a disease spread aero- 
genously. 

There is no clear definition of the infecting or- 
ganism or organisms. “The spirochetes,” according 
to Cecil,’ “doubtless come from mouth infection, 
caries and pyorrhea.” Besides the Vincent’s or- 
ganisms, there are several species of mouth spiro- 
chetes which are considered as non-pathogenic. 
These include: Borrelia bucale, Cohn; Treponema 
dentium, Koch; Treponema macrodentium, micro- 
dentium and mucosum; and Borrelia refringens.’ 
Tt is not beyond the realm of possibility that one 
or more of these mouth organisms may be able to 
produce pathology in the bronchus. Spano’ states 
that Castellani’s spirochetes are confined to tropi- 
eel countries, while in cooler latitudes the disease is 
nroduced by Vincent’s fusospirochetes. “* * * the 
presence of fusiform baciili with spirochetes defi- 
nitely eliminates any confusion with analogous 
pulmonary conditions due to Castellani’s spiro- 
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chetes and syphilis.” Schwarz’ has shown that the 
Castellani spirochetes display a polymorphism 
which is considered characteristic. He postulates 
that they may be identical with the fusospirochetes 
of Vincent since they can provoke identical lesions 
and symptoms. 


Spirochetal bronchitis is diagnosed by finding or- 
ganisms in the sputum.':*\* The spirochetes cannot 
be seen in the usual smear stained for acid-fast 
organisms. Haire’* attributes 88 or 388 cases of 
bronchitis, with sore throat and coryza, to a spiro- 
chetal infection. His diagnoses are made by find- 
ing “even an occasional spirochete” in a sputum 
test or throat smears. Tye” cautions that sputum 
may be contaminated in the mouth, “which is the 
normal habitat of spirochetal organisms.” Todd 
and Sanford" attach no significance to isolated 
spirochetes because of their prevalence in the 
mouth. It seems, therefore, that Haire’s 88 cases 
cannot be classified as true bronchial spirochetes. 


Most authorities agree that spirochetal organisms 
may invade the bronchi by direct extension from 
infected foci in the mouth and throat, or by as- 
piration as during anesthesia. Once in the bronchi, 
spirochetes may initiate abscess, gangrene, bron- 
chiectasis and pneumonia, which may be terminal. 
J. E. has had pneumonia five times, but there is 
no evidence of bronchiectasis. Spirochetes may 
also complicate carcinoma of the lungs.” 


CONCLUSION 

Spirochetal bronchitis is characterized by a 
chronic cough, copious foul sputum, and fever, 
with relatively little local destruction or general 
physical impairment. The disease is not very in- 
fectious. Because the organisms probably are de- 
rived from the mouth, oral hygiene before anes- 
thesia is an important prophylactic measure. A 
search for spirochetes should be made in every 
patient with obscure bronchopulmonary disease. 


Copper Queen Hospital. 
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Infant Feeding 


R. L. JACKSON, M.D. 
Iowa City, Iowa 


UTRITIONAL knowiedge has increased rapid- 
‘ ly in the present century, resulting in many 
changes in our methods of feeding infants. Except 
for breast feeding, infant feeding had its beginning 
wholly on an empirical basis. Foods other than 
human milk or suitably modified cow’s or goat’s 
milk have been added to the infant’s diet closer 
and closer to the time of birth in order to meet 
known nutritional needs. Orange juice and cod 
liver oil, or their equivalents, are now given short- 
ly after birth. Egg yolk, vegetables, fruits and 
cereals are now fed after the first few months of 
life. 

From field work in the State of New Mexico, it 
is apparent that human milk is the best safeguard 
for the infant. If human milk is not available, 
modified evaporated milk is most frequently the 
best substitute. Evaporated milk has had more 
than half of its water removed, and a one to one 
dilution results in a mixture of greater concentra- 
tion than the original milk. Dilution to the original 
volume means a dilution of 1:1.2 instead of 1:1. In 
early infancy the milk needs to have considerable 
amounts of water added, and in later infancy the 
amount of water to be added should be gradually 
reduced. 


The following schedule is suggested for the mod- - 


ification of evaporated milk for well infants: 
Birth—until over eight pounds weight— 
One part evaporated milk to three parts of 
water; one teaspoonful of Karo syrup to every 
three ounces of mixture. Seven or eight feed- 
ings daily of three to four ounces per feeding. 

Eight pounds until over ten pounds weight— 
One part evaporated milk to two parts of wa- 
ter; one teaspoonful of Karo syrup to every 
three ounces of mixture. Six feedings daily of 
four to five ounces per feeding. 

Ten pounds until over fourteen pounds weight— 
One part evaporated milk to two parts of wa- 
ter; one teaspoon of Karo to every three ounc- 
es of mixture. Five feedings of five to six 
ounces per feeding. 

Fourteen pounds and later— 

One part of evaporated milk to one and one- 
half parts of water; one teaspoon of Karo to 
every three or four ounces of mixture. Five 
feedings of five to six ounces per feeding. 
The Karo syrup can be gradually decreased and 
finally discontinued by the time the infant is 
eight to ten months of age. 


VITAMIN REQUIREMENTS 
Orange juice, or its equivalent, should be added 
to the artificially fed infant’s diet very soon after 
From Department of Pediatrics, College of Medicine, State 
University of Iowa. 


Read before New Mexico Medical Society, Albuquerque, 
May 27-29. 1940. 


birth to supply vitamin C. The infant has some 
storage of vitamin C, but this storage should not 
be depleted. Ten to thirty milligrams of ascorbic 
acid are considered to be the infant’s requirement 
from birth to nine months of age. This amount is 
supplied by one to two ounces of orange juice, or 
two to four ounces of tomato juice. The infant 
fed human milk does not need added vitaman C 
as early as the artificially fed infant, provided the 
mother’s diet has a liberal supply of vitamin C. 

Cod liver oil, or its equivalent, should be added 
to the artificially fed infant’s diet soon after birth. 
The vitamin D requirement of the full-term, arti- 
ficially fed baby in Iowa, has been found to be be- 
tween three hundred and four hundred units a 
day. The requirement of breast-fed infants for 
vitamin D is, in general, less than that of babies 
fed cow’s milk, but how much less is not known. 
However, vitamin D is necessary for many and 
useful for most breast-fed infants. It has been 
observed that infants given irradiated evaporated 
milk containing one hundred and thirty-five units 
of vitamin D to the reconstituted quart tend to 
grow at average rates, whereas infants given from 
three to four hundred units of vitamin D tend to 
grow somewhat faster than the average. How- 
ever, infants given eighteen hundred or more units 
of vitamin D daily grow at rates similar to or less 
than those of infants given one hundred and 
thirty-five units daily. The above values are based 
on the work of Jeans and Stearns’. 

The U.S.P. standard requires that cod liver oil 
contain at least three hundred and six units of 
vitamin D to the theoretical 4 c.c. teaspoonful. 
One teaspoonful of cod liver oil frequently con- 
tains as many as nine hundred units of vitamin 
D. The daily requirement for a normal infant 
would, therefore, not exceed one teaspoonful of 
cod liver oil. Vitamin D is not as well utilized on 
a unit for unit basis from the more concentrated 
preparations as from preparations in which it is 
more widely dispersed, such as cod liver oil. In an 
area such as the Southwest where sunshine is 
more abundant than in Iowa, the daily require- 
ment, if different, would certainly be less. Vitamin 
D does not decrease the minimum requirement of 
milk. 

The young baby who is receiving an adequate 
amount of suitably modified milk, vitamin C and 


. vitamin D from natural food sources, has a large 


portion of his nutritional needs satisfied. Only two 
of the known essential food components are in 
question as to adequacy. One of these is iron, and 
the other is vitamin B.. 

At birth the baby has a large store of iron in 
blood hemoglobin. In addition to the large store 
of iron in the blood at birth, some iron is stored 
in the liver of the newborn infant. The smallest 
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values for liver storage have been observed in in- 
fants born of anemic mothers. For about two 
months after birth the iron content of the blood 
hemoglobin decreases. This makes available a 
considerable amount of iron for storage. A con- 
siderable amount of this iron would, therefore, 
be of little value as long as the hemoglobin break- 
down is taking place. With the above-described 
diet of milk, orange juice and cod liver oil, the in- 
fant is using up his stores after blood destruction 
has ceased, and until sufficient iron is inzestel. 
One frequently sees infants with profound sec- 
ondary anemia as a result of the delayed offering 
of iron-containing foods. The administration of 
iron-containing foods at an early age seems ap- 
propriate. Secondary anemia from the above- 
described cause was frequently found in infants 
from six to eight months of age in the Siate of 
New Mexico. The development of anemia during 
the last six months of infancy is almost inevitable 
unless iron-containing foods are given. Infection 
or illness causes loss of iron from the body; so the 
need is greater if the child is ill. 

From retention studies, the iron requirement of 
artificially fed infants over three months of age 
has been placed at about five milligrams per day. 
This can be most easily supplied by giving one tea- 
spoonful of a 1 per cent solution of ferric ammo- 
nium citrate each day from three to six months, 
two teaspoonfuls for the baby over six months. An 
egg yolk can be given in the form of a soft custard 
at three months of age, and add .5 to 1.0 milli- 
gram. Sieved vegetables and sieved fruits contain 
from 0.1 to .5 milligram per ounce, and are well 
tolerated after the third or fourth month of life. 
Sieved pinto beans and pot liquor* could be started 
by the fourth or fifth month of life. 


The vitamin B: requirement, according to the 
League of Nations, has been given as fifty units 
daily for infants. Milk contains a relatively small 
amount of vitamin B,, but the quantity of milk 
consumed by babies who are well fed is believed 
by many to supply an amount of this material 
sufficient to satisfy their requirement. Thoush the 
evidence in general favors the view that a diet oi 
milk, orange juice and cod liver oil supplies an 
adequate amount of vitamin B,, there is question 
as to whether a sufficient margin of safety is al- 
lowed. If the egg yolk administration is started 
at three months, an average of eight units in vita- 
min B: will be added. Sieved vegetables and fruits 
also will serve as a nutritional safeguard. 


CEREALS 

The feeding of cereal has intentionally been 
minimized as it is questionable as to when cereal 
should be added to the infant’s diet. The Council 
on Foods* makes the following statement: 

“Cereal preparations in finely divided form have 
long been introduced into the diet of the baby 
early in life. Nearly two thousand years ago 


* Pot liquor is the fluid remaining in the cooking utensil 
after boiling green vegetables. 
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Soranus of Ephesus, who advised milk as the only 
food for the first six months of life, suggested add- 
ing to the baby’s diet at the age of six months 
crumbs of bread or flour prepared in water or wine 
and sweetened with honey. The nurses of ancient 
Rome commonly fed farinaceous foods after the 
fortieth day. In the eighteenth century in Eng- 
land it was common practice to feed water pap, 
consisting of boiled bread and water, along with 
human milk up to the age of two years. As shown 
by early American pediatric writings, this custom 
was followed in the American colonies. Wherever 
infant feeding is discussed, there is advised the use 
of cereal preparations as the earliest food besides 


Dr. P. C. Jeans* states that: 

“The giving of this advice has persisted on the 
basis of belief in its merit, and there can be no 
question as to sincerity of the belief, though one 
may question its soundness. Early in the present 
century few pediatrists prescribed vegetables or 
fruits in the first year. Neither cod liver oil nor 
orange juice was given routinely, though both were 
used occasionally for special indications. Some ba- 
bies received cereal water as a milk diluent at 
five to seven months of age, but cereal gruel as a 
seperate food usually was not given before nine 
months. Of the cereals advised, the majority were 
processed and refined. The diet of the majority of 
babies during the first year consisted exclusively 
of milk and cereal, differing relatively little from 
the diet prescribed during the days of the Roman 
Empire. 

“From the point of view of supplying the known 
nutritional needs of the infant, it would seem that 
cereals do not merit the position they have been 
given, namely, the infant’s first solid food. Rather 
they should be relegated to third or fourth place, 
and their administration delayed until the capac- 
ity of the infant has increased and the cereals by 
their bulk do not replace or make difficult the ad- 
ministration of the other foods discussed. This 
same point of view is expressed in the following 
quotations from two different reporis of the com- 
mittee on nutrition of the League of Nations: 
‘There is a common practice nowadays of includ- 
ing cereal and cereal products in the diet of young 
infants. The immediate effect of giving such food- 
stuffs is often apparently beneficially, as indicat- 
ed by the increase in weight. The modern teach- 
ing of nutrition, however, is against giving cereals 
before eight months or so, and even then only small 
amounts should be given. Many cereal products are 
very poor in vitamins and available mineral ele- 
ments, and their inclusion in the diet limits the 
intake of milk and other protective foods. The 
practice of giving cereal foods before the age of 
six months is not advised; after this age, the use 
of potatoes, suitably prepared, is advocated as a 
partial or complete substitute for cereals. . . . the 
addition to the diet of all infants of small amounts 
of foods rich in iron is advocated from an early 
age. Foods recommended are egg yolk, if tolerated 
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by the infant, or puree of green vegetables or 
carrots.’ ” 

The Council on Foods’ also states that: 

“It is obvious that the blanket objections of the 
Committee of the League of Nations cannot apply 
to those cereal products which have been fortified 
with vitamin B: or with iron.” 

It is clearly evident that present-day knowledge 
of nutrition is incomplete. Nutritional essentials 
now unknown undoubtedly exist. As long as they 
remain unknown it is reasonable to believe that 
they are more likely to be obtained from a gener- 
ously mixed diet than from one more restricted. 
The large variety of fruits and vegetables available 
would seem to offer better opportunity for a mixed 
assortment of food sources than the more limited 
varieties of cereals used in infant feeding. From 
the psychological point of view a wide variety of 
flavors seems desirable in the training of infants 
in good feeding habits; a greater variety is offered 
by fruits and vegetables than by cereals. 


SUMMARY 

A schedule for the modification of evaporated 
milk is given. 

Orange juice, or its equivalent, should be added 
to the artificially fed infant’s diet very soon after 
birth. The amount to be given daily is one to two 
ounces of orange juice, or two to four ounces of 
tomato juice. 

Cod liver oil, or its equivalent, should be added 
to the artificially fed and breast-fed infant’s diet 
soon after birth. The amount to be given is that 
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which will supply three hundred to four hundred 
units of vitamin D; the quantity of cod liver oil 
required to supply this amount will not exceed one 
teaspoonful daily. 

Iron should be added to the infant’s diet at about 
three months of age. The amount to be given is 
one teaspoonful of a 1 per cent solution of ferric 
ammonium citrate from three to six months, two 
teaspoonsful of this solution after six months of 
age. 

An egg yolk should be given in the form of a soft 
custard at the third month to supply iron and 
vitamin B:. 

Sieved vegetables should be given between the 
fourth and fifth months. Begin by giving one or 
two teaspoonfuls and gradually increase the amount 
until by the fifth month the child is taking at least 
two ounces. 

Sieved fruits should be given between the fifth 
and sixth months. Begin by giving one cr two ta- 
blespoonfuls and gradually increase the amount 
until the infant is taking from two to four ounces. 

Cereals, although not essential, may be added at 
six or seven months. The amount servei should 
not exceed two ounces, and it should never replace 
any of the above foods. 


State University of Iowa. 
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Incidence of Agglutinins for Proteus OX-19 


ROBERT A. GREEN, Ph.D., 
EDWARD L. BREAZEALE, M.S., and 
HARRY B. HARDING, M.S. 


Tucson, Arizona 


YPHUS and Rocky Mountain Spotted Fever are 
rarely reported in Arizona. Since the lab- 
oratory diagnosis of these and other rickettsial dis- 
eases is based on the Weil-Felix reaction ‘agglutin- 
ation of a strain of Proteus—usually OX-19), it 
seemed that a survey of the incidence of agglu- 
tinins for Proteus OX-19 might be of value in es- 
tablishing a diagnostic titer, and might, in some 
cases, be of value in establishing a diagnosis in 
atypical or unrecognized cases of these diseases. 


EXPERIMENTAL 
Agglutination tests were performed upon all 
blood specimens submitted to the laboratory, with- 
out regard to the original examination requested. 
Most of these were submitted for laboratory tests 
for syphilis; a smaller number for the laboratory 
diagnosis of enteric or Brucella infections; and in 


From the Arizona State Laboratory, Tucson. 


less than 30 cases, laboratory tests for the diagno- 
sis of typhus or Rocky Mountain Spotted Fever 
were requested. 

The rapid slide technic of Stuart and Welch' 
was employed in all tests. The antigens were rur- 
chased from Lederle Laboratories. Each lot of an- 
tigen was checked before use against known Proteus 
OX-19 antiserum, and all sera which gave positive 
slide agglutination tests, were checked by the con- 
ventional macroscopic tube test. The antigen used 
in this test and the antiserum were purchased from 
the Division of Laboratories, California State 
Board of Health. The results given by the two 
technics agreed well. 


RESULTS 
Ten thousand sera were examined. Of these 
9968 (99.68%) did not agglutinate Proteus OX-19 
antigen; 32 (0.32%) did agglutinate the antigen in 
some dilution. The results are given in Table I. 


| 
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TABLE I 
Maximum 
agelutinating 
Patient titer Remarks 
Vv. M. 1:80 Female Mexican. Routine. Prenatal Clinic. 
L. H. 1:40 Female Indian. Submitted for Kahn test. 
B. G. 1:20 Female White. Submitted for Widal. Negative. 
1:20 Male Mexican. Submitted for Kahn. 
J. W. 1:20 Male White, Dairyman. Routine. 
J. A. Jr. 1:40 Male Indian. Submitted for Kahn. 
J. A. 1:20 Male Indian. Submitted for Kahn. 
vy. P. 1:320 Female Mexican. Prenatal Clinic. Kahn. 
i 1:80 Female Indian. Submitted for Kahn. 
E. M. 1:40 Female Mexican. Submitted for Widal. Ag- 


glutinated Typhoid H and Brucella abortus 
1:80. 


Male Mexican, Venereal Disease Clinic. 
Female White. Prenatal Clinic. 

Female Mexican Child. T. B. Sanitarium. 
Male Mexican Child. T. B. Sanitarium. 
Male Mexican Child. T. B. Sanitarium. 
Female Mexican Child. T. B Sanitarium 
Female Mexican Child. T. B. Sanitarium. 
Female White Child. T. B. Sanitarium. 
Female White. Prenatal Clinic. 

Female Mexican. Prenatal Clinic. 

Female Mexican. Prenatal Clinic. 
Female Mexican. Prenatal Clinic. 
Tentative Diagnosis—Rocky Mountain Spotted 
Fever. 

Female White. University Student. 
Female White. University Student. 
Female White. University Student. 
Female White. University Student. 

Male White. University Student. 

Male White. University Student. 

Male White. University Student. 

Male Indian. For Kahn test. 

Female White. Diagnosis uncertain. 


DISCUSSION 
It is apparent that the incidence of agglutinins 
for Proteus OX-19 is quite low. The specimens 
represent all age groups, and all races, occupations, 
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social and economic groups found in Southern Ari- 
zona. 

Among a group of 1400 students at the University 
of Arizona, only seven (0.5%) showed the presence 
of these agglutinins, which is only slightly higher 
than that of the entire group. 

An attempt was made to determine whether or 
not there was any history of infection. Although 
this could not be obtained in every case, with the 
exceptions of cases B. G. and C. C., there was no 
apparent evidence of past infection. 

A few sera gave agglutination in titers which 
might be considered as diagnostic. These patients 
came from lower social and economic levels, and 
information secured regarding the sanitation of 
their immediate environment suggested that there 
was ample possibility of insect-borne infection. 


SUMMARY 

In a study of 10,000 blood specimens, 32 (0.32%) 
agglutinated Proteus OX-19 antigen. With two 
possible exceptions, there was no history or suspi- 
cion of typhus or typhus-like infections. 

It would appear that the incidence of agglutinins 
for Proteus OX-19 is quite low among the popula- 
tion of southern Arizona. 

University of Arizona. 
REFERENCE 
1. Welch, H., and Stuart, C. A.: A Rapid Side Test for the 


Serological Diagnosis of Typhoid and Paratyphoid Fever; Jour- 
nal of Laboratory and Clinical Medicine; 21:411-417, 1936. 


Some Actions of Alcohol 


W. R. COUNTS, M.D. 


INCE alcohol is more commonly used for its 
drug action rather than for its qualities as a 
food it is classified as a drug. As a food it does 
not go through the usual process of digestion but 
is absorbed directly from the stomach and small 
intestines. True foods are oxidized in the body fur- 
nishing heat, energy, and repairs for the natural 
waste of living tissue as well as being able to be 
stored in the body for future use. Alcohol cannot 
met these qualifications though it is a fuel food 
for immediate use in small quantities because of 
its limited absorbability. However, the amount ab- 
sorbed is oxidized, mainly in the muscles of the 
body and used as food. It is further classified as a 
drug because it temporarily or permanently modi- 
fies the activity of the body organs including the 
brain and nervous system, and because it may 
cause acute or chronic poisoning. 

The complete solubility of alcohol in water and 
the body fluids allows for a complete absorption 
within the stomach and small intestines without 
alteration. Its rate of absorption is influenced by 
its dilution, the amount taken aboard, and the 
stomach contents when ingested. If taken with 
food the rate of absorption is diminished and fatty 
foods such as cream, butter, fats, and olive oil fur- 
ther diminishes the rate of absorbability. 


Amonate, Virginia 


Alcohol can be detected in the blood within a 
few minutes after ingestion. The whole amount 
ingested will be found equally distributed in all tis- 
sues of the body until eliminated or burned in the 
tissues as fuel because there is no mechanism in 
the human body for storing alcohol in any organ, 
or for regulating the quantity in the blood stream. 

Only 10% of the amount taken is eliminated di- 
rectly by the body. Of this amount 3% is elimin- 
ated by the kidneys and the remaining 7% by the 
skin and lungs. The urinary stimulation experi- 
enced with the ingestion of alcoholic beverages is 
thought to be due to the fuel oils it contains as 
well as the increased fluid intake. 

At this point it might be of interest to mention 
the Bogan Test for alcoholic concentration within 
secreted urine as an accurate test for the degree 


of intoxication: 
Less than 1 mg. per c.c...__Dry and decent. 


1 to 2 mg Delighted and devilish. 
2 to 3 me Delinquent and disgusting. 
3 to 4 me Dizzy and delirious. 


Dazed and dejected. 


Unfortunately no directions are given with the 
test for reaching the various stages and remaining 
as such. 

The remaining 90% of the original amount in- 
gested and absorbed must, therefore, be burned 


) 
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in the tissue as fuel. However, no matter how high 
the concentration of alcohol in the blood stream 
it is oxidized and eliminated at the constant rate 
of approximately 10 c.c. per hour, the excess being 
retained in the blood and other tissues of the body. 
Exercise has no effect on its elimination nor upon 
the rate of oxidation even though oxidation of the 
alcohol takes place in the muscles. 

The maximum concentration within the blood 
and tissues takes place within a half to two hours, 
the amount being proportional to the original in- 
take. The habitual drinker is less intoxicated by a 
given dose than the non-drinker. However, it is 
said that the alcoholic acquires no increased re- 
sistance to alcohol, but that the increased toler- 
ance depends upon the diminished rapidity of ab- 
sorption and the increased power of oxidation. 
After a decade, more or less, chronic alcoholics 
may lose their previously acquired power of oxida- 
tion and then be as much if not more affected by 
alcohol than the beginner. 

As stated before, it disappears from the blood at 
a constant rate which is much slower than the ab- 
sorption rate, thus accounting for the accumula- 
tive effect of large doses. 

Alcohol when oxidized in the body is eliminated 
as carbon dioxide and water. When sugar is burned 
in the body the amount of oxygen consumed is 
equal to the carbon dioxide eliminated. Fats and 
proteins use more oxygen than is eliminated as 
carbon dioxide and alcohol] requires a still greater 
amount of oxygen, thereby producing a greatly 
lowered respiratory quotient. The action of alcohol 
on the higher centers acts as a depressant on the 
respiratory center and the two will, therefore, 
cause a decreased pulmonary ventilation. Further, 
there is an accumulation of carbon dioxide in the 
blood stream from the depressant action on the 
respiratory center producing an acidosis. The 
acidosis makes itself felt and the respiratory cen- 
ter is the over-stimulated which in turn brings 
about an alkalosis and which accounts for the 
marked variations in breathing that the inebriate 
brother often shows. And so, since flying in high 
altitudes causes similar variations in breathing due 
to a diminished oxygen supply, alcohol within the 
blood stream in high altitudes would accentuate 
the condition to a considerable degree. Uncon- 
sciousness and death in acute alcoholism is due to 
a paralysis of the respiratory center of the brain. 


ACTION OF ALCOHOL 

Alcohol, like chloroform and ether, belongs to 
the group of narcotics, and in common with other 
members of the group it is a depressant. It has 
been shown that it acts as a depressant on the. ner- 
vous system to impair, even in small quantities, the 
sensory, motor, and mental functions. While there 
is an initial feeling of improvement and well being 
the highest faculties are affected first. Self criti- 
cism, loss of motor co-ordination, impaired reason- 
ing and judgment, lowered sensory acuteness and 
impaired awareness if the environment—all re- 
sulting in freedom at the expense of efficiency. 
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Alcohol remains longer in the brain and spinal 
fluid. and it has been shown by various studies 
that its primary effect is to impair utilization of 
oxygen by the tissues. The nervous tissue is more 
severely handicapped by the deprivation of oxy- 
gen than any of the other tissues of the body, 
since the consumption of oxygen and the elimina- 
tion of carbon dioxide makes up its basic activity. 
Therefore alcohol within the spinal fluid and blood 
stream impairs the mind and body primarily by 
depriving the nervous system of its normal oxygen 
supply. 

The effect of alcohol upon the circulatory sys- 
tem depends upon the amount absorbed after the 
intake. That is, in a small absorption the initial 
effect is one of stimulation due to its depressant 
action upon the inhibitory center of the brain, 
causing a transient rise in the pulse rate and sys- 
tolic pressure with an increased cardiac output. 
However, in large doses there is a fall in pressure 
due to the peripheral flushing from a capillary 
dilatation. Normally an efficient circulation de- 
pends upon the rate and strength of beat being 
controlled by the nervous system and the arterial 
resistance or pressure by a _ vaso-constriction. 
Therefore, since alcohol is a depressant this arterial 
vaso-constriction does not take place and the blood 
pressure falls. 

From the above statements it has been pointed 
out that alcohol depresses the nervous system, the 
digestion, the respiration and the circulatory sys- 
tem. It is then primarily a depressant and not a 
stimulant so far as the body is concerned. 

USE OF ALCOHOL 

It is said that overindulgence in intoxicants in 
youth is an endeavor to cast off restraint and en- 
joy emotions; in the more mature life or later life, 
and in using intoxicants as narcotics at all ages, 
it is the result of a disturbance in the psyche and 
personality. The so-called “physical thirst” and 
the “inherited desire” are not realities, but merely 
manifestations of psychic restlessness due to 
psychological causes. It is sometimes said that 
weakness of will causes an individual to drink to 
excess. However, this is thought to be an intenisty 
of emotions rather than a weakness of will, as all 
narcotism of alcohol is said to have an emotional 
foundation. 

Dipsomanic or periodic alcoholism in the begin- 
ning is said to be usually referable to the entrance 
of unhappy and suppressed emotions into the con- 
sciousness at regular or irregular intervals with 
such intensity that they are intolerable. Periodic 
drinking, especially in women, is almost always a 
conscious or unconscious attempt to obtain forget- 
fulness. Unhappy love affairs, disturbed domestic 
tranquility, disappointment, and everything that 
can produce bitterness may drive the individual to 
seek solace in drink. And unless the psychic equi- 
librium can be obtained the indulgence is con- 
tinued. 

A type of periodic alcoholism that is coming to 
be more generally recognized is that of the mild, 


‘ 
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recurrent, manic-depressive insanity. This type 
comes on irregularly as the result of worry, physi- 
cal strain, and overwork. It differs fom the other 
forms of dipsomania in that the debauches are apt 
to begin with excessive sexual indulgences. The 
consequent drinking is usually an attempt to pro- 
long the manic ecstasy. 
EFFECTS ON AVIATORS 

It has long been observed that one man’s meat 
is another man’s poison. What then is the result 
of drinking mixed with aviation? This, of course, 
could not include the dipsomanics, mild manic- 
depressives, and heavy drinking in general be- 
cause it is taken for granted that they will be 
ruled out in the process of selection and examina- 
tion. However, the attitude of a group of veterans, 
engaged in a pursuit requiring the highest in physi- 
cal perfection and mental alertness toward the 
“Gentlemanly art of drinking” is of much interest. 
A summary of the study of a group of National 
Guard airplane pilots as observed by their first 
surgeon along this line is offered. 

A group of 22 pilots with an average age of 
36.18 years and an average commissioned service 
of 10.7 years, were observed over a period of 5 
years. Of this number, 3 or 13.6% were total ab- 
stainers. 87.4% were purely social drinkers. None 
were solitary drinkers and none could be consid- 
ered alcoholics within the legitimate meaning of 
the term. Of the 3 total abstainers, two were 
definitely of the extrovert type, and the third of 
less definite extrovert makeup and with many in- 
trovert qualities. 

Among the older and more experienced flyers 
there was practically no tendency to fly while 
drinking. Experience has taught them the unwis- 
dom of such practice. The younger graduates were 
as a whole inclined to be rather abstemious. 

There was no appreciable cutting down on per- 
formance due to alcohol. One pilot with 4500 hours 
flying time and a splendid World War performance 
had used alcohol continually for over a period of 
twenty years without loss of performance. 

It was brought out by these flyers that any 
preparation for high altitude work should include 
several days of total abstinence. 

Also that the particularly dangerous feature of 
the use of alcohol appears to be in its use in a 
mistaken attempt to overcome fatigue and stale- 
ness, or in an attempt to boost oneself up to a 
performance for which the individual is not physi- 
cally or mentally fitted. 

The opinion of their Flight Surgeon at the con- 
clusion of his study was that the physical and 
mental endowment of the individual as determined 
by his inheritance and early conditioning has more 
to do with his performance as a pilot than any in- 
cidental use of alcohol. 

To go further, it is a known fact that a pilot, 
while in flight, must adjust to an environment 
which is deficient in oxygen due to the diminution 
in barometric pressure with increasing altitude. 
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This lack of oxygen at high altitude simulates 


_precisely the effect of alcohol. Here in both in- 


stances the nervous system is being deprived of 
an adequate supply of oxygen. Both kinds of oxy- 
gen want, anoxemia, are insidious and leave one 
incapable of making sound judgments of one’s be- 
havior or of the behavior of others. The effect of 
alcohol then must be greatly accentuated after 
taking on even one drink with the best of inten- 
tions and then rolling out the old sky-buggy and 
flying high wide and handsome. This accentuation 
is due to two types of oxygen want present with- 
in the system; first from the diminished amount 
present in the atmosphere due to the increased 
altitude, and the second type due to the direct 
action of the alcohol itself in the failure of the 
body tissues to be able to use efficiently the oxy- 
gen which is available in the blood. 

And so we come to the question of what really 
is the relation of alcohol to aviation medicine. 
Should it be classified purely as a drug because of 
its narcotic and harmful effect on the human body? 
Or shall we classify it as food and a stimulant be- 
cause of its transient action in small doses? 

The work of McFarland and Forbes has shown 
that it is important for pilots not to fly while 
actually imbibing under ordinary circumstances, 
that it is particularly so when going to high alti- 
tudes. They have demonstrated that the percentage 
of alcohol oxidized in a given time is less at high 
altitudes, and the amount of alcohol remaining in 
the blood after 12 hours is considerably larger at 
high than at normal altitudes. They further found 
that the impairment of auditory acuity after the 
taking on of alcohol was greater at high altitudes 
than at sea level. 
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The Eskimo population of the Western Canadian 
Arctic is showing a distinct and dangerous decline 
from tuberculosis and other diseases of the white 
man. The Rev. H. R. Rokeby-Thomas, an Anglican 
missionary who has spent 5 years in a parish on 
Victoria Island, which extends up into the neigh- 
borhood of the North Pole, has under his care 750 
Eskimos, of whom 70% are ill with tuberculosis in 
varying stages. “There is certainly a definite down- 
trend in population, in my parish at least,” says 
the missionary, “and that probably is true of other 
parts of the Western Arctic.” He suggests that the 
provision of medical care and hospitals might go 
far towards solving the problem, but many ob- 
stacles would have to be faced and the cost would 
be heavy. Transportation would always be a prob- 
lem, but he is convinced that something should be 
done before Canada finds her Eskimo population 
shrunk to a pitiful remnant of its former thou- 
sands.—Contact, Nov., 1939. 
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MEDICAL PREPAREDNESS 


Yet another phase of medical preparedness is 
well explored by The New England Journal of Med- 
icine: 


“The first prerequisite of a nation prepared to 
defend itself successfully is physical, mental, and 
moral health. As Surgeon General Thomas Par- 
ran has stated, ‘It is urgent now that the people 
of this nation be physically tough, mentally sound, 
and morally strong.’ And it is obvious that the 
conquests in Europe during the past eleven months 
have been consummated by a nation whose peo- 
ple are healthy, even though their moral standards, 
at least according to American ideas, are open to 
question. 

National health is an extremely important prob- 
lem, even in times of peace, and much has been 
accomplished, particularly during the past twenty- 
five years, in its promotion. Little or nothing, 
however, has been done toward a health census 
of large groups of the population, the correction, 
so far as possible, of the remediable faults that 
are found, and the nation-wide application of 
approved methods of preventive medicine. 

The conception as to how all these could be 
achieved is difficult. As a beginning, Surgeon 
General Parran has suggested the appraisement of 
the 300,000 young people employed by the National 
Youth Administration and of the nearly 2,000,000 
men and women enrolled under the Work Pro- 
jects Administration, with a subsequent listing of 
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those best qualified or, because of remediable de- 
fects, potentially qualified for industrial training. 
Selective, compulsory military training, with physi- 
cal examination of those drafted into service, 
would furnish data on a certain group of young 
men but would neglect by far the majority of the 
population. Through group examination little 
would be gained toward the correction of the nutri- 
tional defects that are known to exist among a 
large proportion of the working class, and pre- 
ventive medicine would receive scant consideration. 

While it is true that all these problems have, 
for many years, been the concern of various fed- 
eral agencies, public-health departments of states, 
cities and towns, national foundations and other 
organizations interested in health and disease, and 
the associations and the individual members of the 
medical and allied professions, the work of each 
has been done independently. The present crisis 
demands intelligent co-operation, and the need for 
a medical co-ordinator, as suggested by Surgeon 
General Parran and by the Committee on Medi- 
cal Preparedness of the American Medical Associa- 
tiin, is probably more urgent in this aspect of med- 
ical preparedness than in any of the others. The 
fact, as has already been suggested in the Journal, 
it seems as though the conditioning of the nation 
were so important and so vast an undertaking that 
it deserves the entire attention of an extremely 
capable and well-qualified physician rather than 
that portion of time which one concerned with all 
the problems of medical preparedness could devote 
to it. The appointment of someone to assume this 
responsibility is essential, not only as a war-time 
but also as a peace-time measure!” 


TUCSON SESSION, SOUTHWESTERN 
MEDICAL ASSOCIATION 


In this issue there is a preliminary announce- 
ment of the forthcoming annual session of the 
Southwestern Medical Association in Tucson. Last 
year the twenty-fifth anniversary of this society 
was observed in El Paso, where all previous at- 
tendance records were broken. This year the Tuc- 
son group expects to stage a compact, smoothly 
managed scientific post-graduate meeting. 

Ordinarily the society meets in El Paso, unless 
specifically invited to convene elsewhere. Tucson 
and several other Southwestern cities requested the 
1940 session. After consideration of all pertinent 
factors, Tucson was awarded the meeting for this 
November. The days and dates are: Thursday, 
Friday, Saturday on November 21, 22, 23. Hotel 
headquarters will be the Pioneer. 

In addition to the scientific sessions and exhibits 
there is to be enough extra-mural entertainment to 
provide a balanced affair. The annual meeting of 
the Board of Managers of SOUTHWESTERN 
MEDICINE is scheduled for one day during the 
main sessions. Sports fans among the profession 
will want to see the Border Conference football 
game on Saturday night, November 23, between 


September, 1940 


the University of Arizona and the University of 
New Mexico. Reserved seats, costing $1.65 each, 
may be obtained from Dr. J. B. Littlefield, 311 
Valley National Bank Building, Tucson. The Pima 
County Woman’s Auxiliary is planning various 
functions for the visiting ladies. 

The list of guest speakers, together with their 
discussion topics and times of appearance, will ap- 
pear in the final program as a supplement to the 
October issue of SOUTHWESTERN MEDICINE. 
Enthusiasm of the Tucson committees as to prog- 
ress to date in planning this year’s meeting is high. 
These workers feel that this should be one of the 
best sessions ever held by the association. Reser- 
vations for hotel accommodations should be sent 
now to any member of the Hotel Committee: Dr. 
J. B. Littlefield, chairman; Dr. Dake Biddle, 123 
S. Stone Ave.; Dr. V. A. Smelker, 221 Valley Na- 
tional Bank Building. The vice-president of the 
association, Dr. C. A. Thomas, is also general chair- 
man for the November session. 


Tucson in November is a fine place to be. Warm 
days and cool nights will reward the physician 
who needs a few days respite from his daily grind 
at home. Some of the best teachers in the Amer- 
icas will be on hand to guide the scientific work. 
Southwestern physicians owe it to their patients 
and themselves to attend this annual session of 
their post-graduate study group. 


The program as arranged to date: 
Internal Medicine— 
De. TF. Columbia University, New York 
y. 


1. General Discussion of the Physiology and 
Clinical Significance of the Vitamins. 

2. Studies of Vitamin K Deficiency in Non- 
Jaundiced Individuals. 

3. The Mechanism and Management of Chronic 
Ulcerative Colitis. 

4. The Pathology and Treatment of Amebic 
Dysentery. 

Lantern Slides. 
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Dr. George Fahr, University of Minnesota, Min- 
neapolis, Minn. 
1. The Treatment of Coronary Thrombosis. 
2. The Mechanism of Hypertension and Edema 
Formation in Nephritis. 

Round Table Discussion: Recognition and 
Treatment of Cardiovascular-renal Dis- 
orders. 

Anesthesia— 
Dr. John Lundy, Mayo Clinic, Rochester, Minn. 
1. Intravenous Anesthesia. 
2. Some of the Indications and Contra-Indica- 
tions to Commonly Used Anesthetics. 
Slides and Pictures. 
Surgery— 
Dr. Richard B. Cattell, Lahey Clinic, Boston. 
1. Surgical Treatment of Peptic Ulcers. 
2. Management of Ulcer of the Large Bowels. 

Round Table Discussion: Thyroid Diseases 

and Ulcerative Colitis. 
Eye— 
Dr. wae L. Benedict, Mayo Clinic, Rochester, 


nn. 

1. The Eye Findings in Endocrinology. 

2. Pathology of the Eye in Cardiovascular- 
renal Disease. 


VOLUNTARY PATRIOTISM 


Currently a number of El Paso physicians are 
discussing a voluntary plan of pooling a percent- 
age of the income of those not called up for duty 
with the armed services for the benefit of those 
who do go. The plan is not being sponsored by the 
county medical society. However, participation is 
being embraced enthusiastically by not only the 
younger men almost sure to be ordered to duty, but 
also by older physicians not likely to serve with 
the Army or Navy. Discussants of the project hope 
to awaken similar moves elsewhere in the country. 
As tentatively inaugurated, the plan appears to be 
a fair, patriotic way of partially solving a sore prob- 
lem. And, lest growing discontent among younger 
physicians forces action by governmental agencies, 
it might be expedient for organized medicine to 
assume this developing obligation. 


to furnish you with the same. 


whatever emergency might arise. 


ATTENTION: NEW MEXICO PHYSICIANS 


If you have mislaid your A. M. A. questionnaire on Medical Preparedness, or 
if by chance you failed to receive your copy, the office of your secretary will be glad 


Officers of the New Mexico Medical Society hope that when the final analysis 
is made, our state may rank high in the percentage of questionnaires returned, and 
it would be fine if New Mexico could register a 100% return. Perhaps this latter is 
physically impossible, but surely we can closely approach the 100% rank if every 
member will sit down right now and make certain that he has returned his completed 
questionnaire or do it in the next few minutes. 

Remember, filling out the questionnaire is not enlisting in a military service, 
but supplies necessary data for our national medical organization and our country— 
by simply creating an accurate survey of the availibility of medical personnel for 


If you haven’t answered it yet— DO IT NOW. 
—L. B. COHENOUR, M. D., Secretary, New Mexico Medical Society. 
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Arizona State Medical Association 
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403 Professional Bldg., Phoenix, Arizona 


MEDICAL PREPAREDNESS 


QUESTIONNAIRES TO ALL ARIZONA 
PHYSICIANS 


During the summer, the Committee on Medical 
Preparedness of the American Medical Association, 
at the request of the Surgeon Generals of the 
United States Army, the Navy and the Public 
Health Service, mailed questionnaires on medical 
preparedness to every physician in Arizona, and 
other states, listed in the Directory of the Ameri- 
can Medical Association as residing or practicing 
in that state. The questionnaire was developed 
with the advice and assistance of the Surgeon Gen- 
erals in question as part of the initial plan for 
preparedness of the medical profession to enable 
our country to meet any emergency which may 
arise. Questionnaires sent Arizona physicians to- 
taled 594. 


RESPONSE TO QUESTIONNAIRES— 
A RECORD “HIGH” 


As State Chairman of Medical Preparedness, it 
has been my first duty to urge the return of the 
filled questionnaires to the American Medical As- 
sociation. As of September 16, my records show 
that of the 594 questionnaires mailed Arizona 
physicians, 358 went to our own membership; 111 
to physicians in active practice but not members 
of organized medicine; and 125 to physicians en- 
gaged in Indian Service, Veterans’ work, CCC med- 
ical field, with 53 of the number being retired from 
active practice due in most cases to advanced age. 
Of the Association membership of 358, all but 8 
have returned their filled questionnaires, with 3 
of this number known to be out of the state for 
an extended period of time. Of the 111 non-mem- 
bers, all but 9 have turned in their questionnaires. 
Figures from physicians unlicensed in the state 
but engaged in the services named will be reported 
later, but indications also point toward a record 
reply. 


CHICAGO CONFERENCE 


A conference at Chicago is being held on Septem- 
ber 20-21, with all state chairmen in attendance 
for the purpose of submitting reports on the ques- 
tionnaires and for receiving instructions as to fu- 
ture phases of the work, outlining and discussing 


the same. Arizona physicians will be informed as 
to the results of this conference immediately after 
its conclusion and the return of the Arizona chair- 
man. 


FURTHER MEDICAL PROCEDURES 


Completion of the questionnaires is but the first 
step in the medical preparedness program, it being 
apparent that much work remains to be done. The 
‘business of examining draftees for service will soon 
be the order of the day, information on this fea- 
ture of the work to be submitted the county medi- 
cal societies immediately after the conclusion of 
the Chicago conference. 


MEDICAL OBLIGATIONS 


Our obligations as a profession are four-fold. 
First, we must supply the necessary medical ser- 
vice for our armed forces. Second, we must con- 
tinue our care of the civilian population. Third, 
we must maintain and continue our Public Health 
Service, and fourth, we must meet the specialized 
service which is bound to arise due to the vast in- 
dustrial expansion program now under way for the 
purposes of national defense. 


ARIZONA STATUS COMMENDABLE 


The Arizona physicians have demonstrated their 
patriotic willingness to meet this four-fold pro- 
gram and, as State Chairman of the Committee on 
Medical Preparedness, I take off my hat to the 
physicians of this state who have responded so 
overwhelmingly, so promptly and willingly to this 
first step in our medical preparedness program. 
This assures a magnificent cooperation all the 
way through stages of the program yet to come. 
Each and every physician in Arizona, who has so 
magnificently responded, may also be sure that 
Uncle Sam will appreciate the report in your be- 
half that will go to him from the Committee on 
Medical Preparedness of the American Medical 
Association. Thank you, indeed, on behalf of your 
country, and your profession for your patriotic 
response. 

CHAS. S. SMITH, M.D., 


Chairman, Committee on Medical 
Preparedness. 
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President's F Page 


WORK TO BE DONE 


ALL sees the beginning of the main activities for all medical associations. 
The late summer has been well occupied in getting the work of medical 
preparedness under full steam ahead. Dr. Chas. S. Smith, as State Chairman 
for this program, has done an excellent piece of work, with the cooperation of 
the physicians of the state, as indicated in his report on the opposite page. 


While medical preparedness will continue to occupy Association attention 
for some time yet, other activities must also move forward. Soon the Execu- 
tive Committee will submit to the membership outlines of the programs for our 
various committees. With the generous response that has been given the med- 
ical preparedness program, it is anticipated that the membership will also fall 
in line with the other activities of the Association which dovetail into projects 
of state-wide and national aspect. 


This is a legislative year for Arizona and the membership is urged individ- 
ually to send in any suggestions, ideas, or reactions they may have relative to 
possible legislation dealing with public health, control of various industrial dis- 
eases, and inform the Association as to activities along these lines that may be 
advocated in the various communities of the state. Much has been said during 
recent political campaigns. relative to public health, control of venereal diseases, 
silicosis, and similar health matters. If you have any definite information 
on the subjects through activities in your communities, the Association would 
appreciate having the same. Address all communications to the Arizona Medi- 
cal Association, 202 Security Bldg., Phoenix, and the information will be trans- 
mitted to the proper committee or officer. 


The Executive Committee of the Council and the Committee on Ethics 
have been active during the summer and have laid plans for the progress of 
the Association and its component societies, all of which will be presented the 
local societies upon their resuming activities for the fall and winter. Charters 
are now ready for issuance when stipulations for society organization are fully 
met. Some societies hold charters from the earlier days of the Association while 
others have not followed through on that feature but have expressed recent 
desire for the same. Consequently the Council authorized the printing of new 
charters which will be ready for presentation shortly. 


Fraternally yours, 


RESIDENT 
ARIZONA STATE MEDICAL ASSOCIATION. 
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SPECIAL SECTION 
Southwestern Medical Association 


MEETING 


Tucson, Arizona 
November 21, 22 and 23, 1940 


Official Convention Headquarters 
PIONEER HOTEL 


Single room—$3.00 per day. 
RATES < Double room, double bed—$4.00 per day. 
Double room, twin beds—$5.00 per day. 


(All rooms with private baths) 


PROGRAM 


Anesthesia—Dr. J. S. Lundy of the Mayo Clinic, Rochester. 
Surgery—Dr. R. B. Cattell of the Lahey Clinic, Boston. 
Internal Medicine—Dr. Geo. Fahr, Department of Medicine, University of Minn. 


Internal Medicine—Dr. T. T. Mackie, Columbia University, 
Assistant Clinical Professor of Medicine. 


Guest speakers on Industrial Surgery, Gynecology, Eye, Ear, Nose and Throat are being 
arranged for, but have not definitely accepted to date. 


This will be a real post-graduate assembly with luncheon speakers, scientific exhibits, 
and an abundance of opportunity to impart and obtain ideas. 


There will be no mix-up or lost motion because of insufficient hotel accommodations. 


Side Issues 


Bring the ladies. The Ladies Auxiliary of the Pima County Medical Society are plan- 
ning great things for them. 


There will be banquets, smokers and a! the trimmings for a medical convention. 


FOOTBALL 


On Saturday night, November 23, at the University of Arizona Stadium, a game will 
be played between the University of New Mexico and the University of Arizona. The games 
between these traditional rivals have always been good and clean. We are asking you to stay 
for this event. Reserve seats cost $1.65 each including the tax. Send your checks and make 
reservations early through the Hotel Arrangements Committee, in order that we may group the 
medical people together. 


COMMENT 


If you are not already a member of this association, you will have to pay an additional 
$3.00 membership fee on registration unless you mail your dues in now. Registration fee, 
$5.00 for each person. 

Make all reservations through the Hotel Arrangements Committee. 


HOTEL ARRANGEMENTS COMMITTEE: 


J. B. Littlefield, Chairman, 311 Valley National Building. 
Dake Biddle, 123 South Stone Avenue. 
V. A. Smelker, 211 Valley National Building. 
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LABORATORY ESSAYS 


Mrs. H. presented herself March 31, 1940, with 
an acute vaginal discharge. Smears and cultures 
showed definitely the presence of gonococci. Ap- 
propriate treatment resulted in the disappearance 
of symptoms with apparent clinical cure within 
about 3 weeks time. After about 1 week the pa- 
tient was seen again with an acute abdominal pain 
centralized in the right lower quadrant, slightly 
lower than McBurney’s point. The question of dif- 
ferential diagnosis immediately presented itself, as 
the recent exhibition of acute gonorrhea definitely 
favored the diagnosis of an acute saphsyphlitis. 
The blood count done at this juncture showed: 
Total white count, 14,600; polynuclear neutrophiles, 
82%; stab forms, 19%; lymphocytes, 16%; mono- 
nuclears, 2%. This count being compatible either 
with an acute appendicitis or acute salpingitis, ad- 
ditional help was needed. 

A sedimentation rate was done which resulted in 
the following: 18 mm. drop in the red cell column 
in a 5-mm. tube in 1 hour and 15 minutes. On 
the strength of this finding a diagnosis of acute 
appendicitis was made and surgery was performed 
at once. A definite acute inflammatory reaction 


of the appendix was found, which on section was - 


seen to consist of a diffuse polynuclear infiltration 
with beginning necrosis of the mucosa. The tubes 
and ovaries were found to be entirely normal. 

The above is illustrative of a value of the sedi- 
mentation rate in the field of differential diagnosis. 
This comparatively simple and inexpensive labora- 
tory procedure has a wide field of usefulness, not 
only in diagnostic procedures, but also as a prog- 
nostic sign in a number of the chronic infectuous 
diseases. 

In the field of gynecology there are a number of 
instances in which the rate of sedimentation of the 
red cells is of significant value. Not only in cases 
similar to the one quoted above, but in other types 
of inflammatory reactions of the pelvic organs 
sedimentation rate may be of distinct diagnostic 
value. It is useful in differentiating large fibroid 
masses from the pregnant uterus, the rate being 
definitely normal in the non-malignant neoplasm 
and being increased in pregnancy beyond the third 
month. 

It is definitely useful in differentiating any 
malignancies in the gastro-intestinal tract from 
functional disturbances. In malignancies the rate 
is definitely increased, while in the functional dis- 
turbances it is normal. Likewise, in those malig- 
nancies which are operative a slowing to normal 
of the sedimentation rate generally follows surgery. 
If this occurs it is a good indication that most, if 
not all, of the neoplasm has been removed. An 
unexplained return of the rate to a rapid figure 
indicates recurrence or metastasis. 


The test is of distinct value in differentiating 
between certain of the rheumatic fevers and rheu- 
matoid arthritis. Likewise, bacterial endocarditis 
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may be suspected when the rate is very rapid. It 
is of value in distinguishing between coronary 
thrombosis and angina pectoris. 

In pulmonary tuberculosis it is of distinct value 
in prognosis, a slowing of the rate indicating heal- 
ing of the lesion. In pneumonia a definite increase 
of the sedimentation rate may predict in advance 
of physical findings an extension of the pneumonic 
process. 

If one wishes to utilize this test it becomes neces- 
sary to familiarize himself with the various tech- 
niques that are employed. At the present there is 
no standard recognized technique. The interpre- 
tation, of course, depends upon which of these is 
used. 

These few suggestions, of course, do nothing 
more than to call attention to the value of this 
simple procedure and to point out that it may be 
profitably utilized in many different fields—L. O. 
Dutton, 


NEWS 


El Paso 


A regular meeting of the City-County Hospital 
Staff was held Wednesday, August 21, 1940, at 
6:30 P. M. at City-County Hospital. The program 
was as follows: 

Case of Death from Heat Treatment—Dr. Walter 
Stephenson. 

Autopsy findings by Dr. W. W. Waite. 


Dr. Heinz Haffner announces the opening of his 
office in the Mills Building. Dr. Haffner’s prac- 
tice is limited to general surgery. 


The El Paso Medical and Surgical Clinic an- 
nounced the association of Dr. J. T. Fowler, for- 
merly of Vanderbilt University. Dr. Fowler limits 
his practice to pediatrics. 


The regular Staff Meeting of the Hotel Dieu 
Sisters’ Hospital was held Tuesday, August 6, 1940 
at 12:10 P.M. in the auditorium of the Nurses’ 
Home. Luncheon was served. The program was 
as follows: 

“A Case of Gunshot Wound of the Thigh with 
Repeated Secondary Hemorrhages with Amputa- 
tion.”—Dr. B. F. Stevens. 

Discussion by Drs. E. B. Rogers and Louis Breck. 


The regular monthly Staff meeting and dinner 
of the Southwestern General Hospital was held 
Thursday, August 29th, 1940 at 6:30 P. M., in the 
hospital auditorium. The program was as follows: 

“Phlegmonous Gastritis’”—Dr. F. P. Miller. 

Discussion by Dr. C. E. Webb and Dr. George 
Turner. 


The regular Staff meeting of the Hotel Dieu Sis- 
ters’ Hospital was held Tuesday, September 3, 
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1940, at 12:10 P. M. in the auditorium of the 
‘Nurses’ Home. Luncheon was served. The pro- 
gram was as follows: 

“Diarrhea, Its Cause and Treatment’—Dr. C. F. 
Rennick. 

Discussion by Drs. L. T. Cox and J. T. Bennett. 


MISCELLANY 


MEDICINE’S IDEALS 


In this light, medicine more than ever before is 
a career of public responsibility. It is the duty of 
the medical profession to extend medical knowl- 
edge, to elevate the standards of medical educa- 
tion, to encourage the enactment and enforcement 
of just medical laws, to promote friendly inter- 
course among physicians and to direct and en- 
lighten public opinion on the great problems of 
medicine, so that the profession will become more 
capable and honorable within itself and more use- 
ful to the public in the prevention and cure of dis- 
ease and in prolonging and adding comfort to life. 
The service rendered by physicians infiltrates with 
its influence the destinies of individuals and fam- 
ilies, and in the aggregate the destinies of the 
communities and the nation. 


Medicine must be actuated by lofty principles. 
Medicine is the trustee of society in the care of 
the sick and injured; its policies must always be 
governed by this fundamental fact. The good of 
society must be the sole aim of its public policies 
and the good of the patient the first consideration 
in the relations between physician and patient. 

Great things have been accomplished in medi- 
cine in the last half century. The span of life has 
been increased from thirty-five to fifty-eight years. 
Our people owe the medical profession a debt of 
gratitude that they seem little inclined to pay. In 
the past fifty years, no science has made more 
progress than has medicine. Wonderful discoveries 
have been made in diagnosis and treatment. Many 
times our fads and fallacies have been stepping 
stones to something better. The history of medi- 
cine is a story of outlived fashions. An eminent 
teacher has said: “Hard and conscientious work, 
accurate observation, sound reasoning, a mind free 
from obsessions and superstitions, a firm belief in 
the possibilities of medicine as an art and as a 
science; these are the things that raised medicine 
to its present greatness; these are the things that 
will carry it onward, always.” 

—VJo. Iowa St. Med. Soc. 


SPECIALIST’S TRAINING 


In line with this, and as another by-product of 
the new system, and of the boards of certification, 
which have done so much to bring it into effect, 
there will be an increased sharpness in the divi- 
sion between practitioner and specialist. As ade- 
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quately trained men become more numerous and 
as the criteria of such training become recognized 
more generally it will be increasingly difficult for 
men to shift from the first status to the second. 
To a large extent this will be a safeguard to the 
members of the community, who will thus be pro- 
tected from untrained, self-styled “specialists.” 
There are potential liabilities, however. Even an 
inadequate surgeon or roentgenologist is far better 
in an emergency than no surgeon or roentgenolo- 
gist at all. It is to be hoped that requirements and 
regulations preceding certification will not be 
pushed to such an extreme that small communities 
which cannot support a variety of fully qualified 
specialists will be deprived of essential services. 


Furthermore, it is most important that the speci- 
fications of training shall not become too rigid. 
There is gentle irony in the fact that men who 
to a large extent were self-taught believe that 
their successors cannot achieve an education in 
the same manner. Instruction is a short cut to 
knowledge: properly imparted and assimilated it 
will greatly accelerate the acquisition of knowledge 
and will prevent many a needless mistake, but all 
the instruction in the world will never eliminate 
the need for self-education. It is fair enough to 
demand proof of qualification, but the gateway 


‘must never be closed to the man who chooses the 


unconventional and original approach. By present 
standards Harvey Cushing’s training in brain sur- 
gery was shockingly inadequate! 

—N. E. J. of Med. 


EKG INTERPRETATION 


Competent specialists in the cardiovascular field 
have the frequent experience of encountering pa- 
tients who have been condemned to inactivity or 
invalidism, or who suffer from a profound cardiac 
neurosis, because of a diagnosis of “coronary dis- 
ease,” or “myocarditis,” or “myocardial damage,” 
based entirely on minor changes in the electro- 
cardiogram that have no specific meaning. There 
is complete agreement among authorities that 
such diagnoses should never be made on the elec- 
trocardiogram alone; one of the foremost among 
them has said this: 


“In general it is most unwise to base any diagno- 
sis which involves a commitment as to the pres- 
ence of coronary abnormality of any kind upon 
the electrocardiogram alone. To make a diagnosis 
of coronary sclerosis or of angina pectoris from 
the electrocardiogram alone is impossible. The 
electrocardiographic tracings should be interpreted 
with a full knowledge of the clinical findings; and 
the electrocardiogram should be given no more 
and no less weight in reaching a final conclusion 
than other clinical or laboratory data.” 

The inexperienced physician who makes unwar- 
ranted diagnoses without hesitation is chiefly, but 
not wholly, to blame for the present deplorable 
situation. The physician who refers patients for 
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electrocardiograms and then unquestioningly ac- 
cepts such diagnoses must share the responsibility. 
It is astonishing that a man who would scorn to 
accept a slight increase in the leukocyte count 
alone as clear proof of appendicitis or pneumonia 
readily accepts a slight and unimportant alteration 
in the electrocardiogram as proof of “coronary 
artery disease,” and bases his prognosis and treat- 
ment upon this diagnosis. 


—Conn. St. Med. Jo. 


CHARITY AT HOME 


Probably the greatest source of unpleasantness 
between physicians is possession of patients. For 
some reason the physician has acquired the feel- 
ing that his patient is his chattel, and if his pa- 
tient consults another physician, his chattel is 
stolen, and the battle is on. In squatter sovereignty 
“possession is nine points of the law,” but in med- 
icine possession can be retained only by virtue of 
the continued confidence of the patient in con- 
scientious, skillful and understanding care. The 
question of medical ethics is frequently embar- 
rassing to the patient, but regardless of ethics the 
patient is entitled to consult whatever physician 
he wishes, and his choice is based on confidence 
in the integrity and the ability of the individual 
doctor. In the oath of Hippocrates the physician 
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swears by Appollo and Aesculapius to impart a 
knowledge of the art to disciples. The treatment 
accorded the young doctor who enters a commun- 
ity does not ordinarily comply with the Hippocratic 
oath, and charity and kindness do not charac- 
terize his reception—Jo. Iowa St. Med. Soc. 


(CC) OR (ML) 

Many of the older doctors regretted the passing 
of the terms drop, dram and ounce, when the new 
terms cubic centimeter, gram and milligram came 
into existence. Now cubic centimeter (cc) is also 
on the way out. Following action by the American 
Chemical Society and many other scientific as- 
sociations, the term “milliliter” (abbreviation ml) 
has been adopted generally for all purposes where 
the older term “cubic centimeter” (abbreviation 
cc) was formerly employed. The liter is the unit 
of volume occupied by a quantity of pure water 
having a mass of one kilogram at 4 degrees C., 
and one milliliter is one one-thousandth part of a 
liter. One cubic centimeter is not exactly one one- 
thousandth part of a liter since one milliliter 
equals 1.000027 cubic centimeter. 

Although this difference is of no moment in 
routine procedure, the use of the term “cubic cen- 
timeter” will gradually be discontinued, as it is 
not correct designation for one-thousandth of a 


SILVER PICRATE 


is indicated in the treatment of 


Silver Picrate is a definite crystalline 
compound of silver and picric acid. 
Available in the form of crystals and 
soluble trituration for the preparation 
of solutions; suppositories; water-sol- 
uble jelly; and powder for insufflation. 


Complete information mailed on request 


* JOHN WYETH & BROTHER, 


INCORPORATED x 
PHILADELPHIA, PA! 


SUPPORT. YOUR ADVERTISERS 


Anterio, 
Trichomong, Vagin alig 
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liter, the standard unit of volume. Do not be sur- 
prised when your vaccine bottles give dosage in 
“milliliter” (ml) in place of “cubic centimeter” will 
be included for the time being in parenthesis fol- 
lowing the designation “milliliter.” 

—Kentucky Med. Jo. 


, CARREL-DAKIN SOLUTION 

Alex Carrel, of the Rockefeller Institute, and 
Henry C. Dakin, of the Herter Laboratory, New 
York City, while working in the laboratories at 
Compiegne, supported by the Rockefeller Institute 
for Medical Research and attached to Hospital 21 
of the French Army, published the results of their 
collaboration in 1915. In the Bulletin de l’Acad- 
emie de medecine (74 [3S]: 361-368, 1915), ap- 
pears an article entitled “Traitement abortif de 
Vinfection des plaies [The abortive treatment of 
infected wounds].” The author is given as Alexis 
Carrel, national correspondent of the Academy of 
Medicine, with the collaboration of Dakin, Dau- 
fresne, Dehelly and Dumas. A description of the 
technic of the use of this solution is given. A 
translation of their conclusions is as follows: 

It is thus possible to sterilize infected wounds 
and to heal them like aseptic wounds. It would 
seem that the abortive treatment of infection 
may considerably hasten the healing of an in- 


fected wound and prevent the greater part of 
those complications which cause death, the am- 
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putation of extremities and other more or less 

severe crippling. 

Dakin published an article “On the Use of Cer- 
tain Antiseptic Substances in the Treatment of 
Infected Wounds” in the British Medical Journal 
(2:318-320, 1915). He gives full directions for prep- 
aration of the solution and concludes: 

It has been possible to prepare a simple hypo- 
chlorite mixture which maintains approximate 
neutrality under all conditions, is practically 
non-irritating, and which, when properly ap- 
plied, has given most encouraging results in the 
antiseptic treatment of wounds.—N. E. J. of Med. 


HOW TO STAGNATE IN MEDICINE 

There are several rules which must be kept in 
mind, if we wish to deteriorate in medical skill 
and knowledge. 

The first rule: File your patient’s records away 
and forget all about them. Never go over them 
after the day’s work is done and try to pick out 
errors of omission or commission; never try to 
follow up patients to learn whether your diagnosis 
was correct and if your treatmet helped the pa- 
tient. Best of all, keep only a few scribbled lines 
about each case, preferably without making any 
attempt at a diagnosis. 

The second rule: Read medical books and mag- 
azines with an eye only for the “practical”—that 
which can be used at once. Skip over the physiol- 
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During the last twenty-five years, Luminal and Luminal 
Sodium have gradually attained a prominent place in the 
symptomatic treatment of epilepsy because of their potency, 
prolonged effect and relatively good tolerance. 


Write for informative 24 page booklet in which the essentials 
regarding the use of these sedatives in epilepsy and a variety 
of other disorders are discussed. 
HOW SUPPLIED 
LUMINAL: tablets of 4% and 1 grain, bottles of 100; tablets of 14% 
grains, bottles of 50; Elixir of Luminal ( 4% grain per teaspoonful), bottles 
of 4 ounces and 12 ounces. 

LUMINAL SODIUM: tablets of 1% and 1% grain, bottles of 100, for oral 
use only; tablets of 11/2 grains, bottles of 50, for oral use only; tablets of 
1 grain, bottles of 50, for subcutaneous or intramuscular injection; ampules 
of 2 grains and 5 grains, boxes of 5, 25 and 100, for subcutaneous, intra- 
muscular and (exceptionally) intravenous injection; also solution in 
propylene glycol, ampules of 2 cc. (5 grains), boxes of 5 and 100, for 
intramuscular injection exclusively. 


LUMINAL 


Trademark Reg. U. S. Pat. Off. & Canada 
Brand of PHENOBARBITAL 


LUMINAL SODIUM 


Brand of PHENOBARBITAL SODIUM 


Council on Phormacy 
and Chemistry 


CHEMICAL COMPANY, INC. 


Pharmaceuticals of merit for the physician 
NEW YORK, N. Y. WINDSOR, ONT. 


Visid WINTHROP’S ANESTHESIA EXHIBIT 
NEW YORK WORLD'S FAIR 1940 
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ogy, pathology, and differential diagnosis, so that 
you can concentrate on treatment. Read the sum- 
maries at the end of articles; only a sucker will 
dig through the article itself. Best of all, never 
refer to standard texts, but be content to skim off 
a few novelties from the medical journals. 

The third rule: Never take a chance on confirm- 
ing your diagnosis by consultation with a specialist 
(unless, of course, an unreasonable patient insists 
on it and you can’t snub the bounder) or by nec- 
ropsy. Thus you can cheerfully go ahead making 
the same mistakes over and over. Most people don’t 
know the difference, anyway. 

By following these basic precepts and by avoid- 
ing postgraduate courses and medical meetings, 
you may be assured of a comparatively rapid, and 
certainly unlaborious, decadence.—Clin. Med. and 
Surg. 


BOOK NOTES 


Annual Reprint of the Reports of the Council on Pharmacy 
and Chemistry of the American Medical Association for 1939 
with the Comments That Have Appeared in The Journal. 
Cloth. Price, $1. Pp. 205, with 5 illustrations. Chicago: Amer- 
ican Medical Association, 1940. 


Only seven of the thirty-five reports listed in this 
annual collected report are of the familiar ‘Not 
Acceptable” or condemnatory type. Two reports 
announce omission of products from N. N. R., one 
being off the market. The remainder are con- 
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cerned with educational and constructive consid- 
erations. 

The educational reports touch three fields on 
which lie the front lines of present day therapeutics 
progress—-chemotherapeutics, endocrines and vita- 
mins. 

The present annual volume of Council reports 
is somewhat larger than usual and somewhat above 
the average issue in interest. 


INTRODUCTION TO MEDICINE: Don C. Sutton, M.S., M.D., 
Associate Professor of Medicine, Northwestern University School 
of Medicine; Attending Physician, Medical Division of the 
Cook County Hospital; Chief of the Cardiac Clinic, Cook Coun- 
ty Hospital, Chicago; Attending Physician, Evanston Hospital. 
Introduction by Ada Belle McCleery, R. N., Superintendent, 
Evanston Hospital, Evanston, Ill. Pp. 642 including index. 144% 
illustrations and 14 color plates. Cloth. $3.25. St. Louis, The 
C. V. Mosby Co., 1940. 


This is a textbook for use in the schools of 
nursing. Necessarily it is not detailed. The vol- 
ume seems to contain the required amount of in- 
formation that it is desirable to teach nurses. We 
thoroughly approve the small space accorded to 
treatment. Nurses have no business attempting to 
diagnose or treat disease. Some textbooks writ- 
ten for the nurses seem to forget their function 
which is simply to give the nurse enough informa- 
tion that she may be a better assistant to the 
physician. The book under discussion seems to be 
well aware of its sphere. 


SIMPLIFIED DIABETIC MANUAL: Abraham Rudy, M. D., 
Associate Physician and Chief of the Diabetic Clinic, Beth 
Israel Hospital, Boston, Instructor in Medicine. Tufts College 
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Medical School, Consultant in Diabetes, Jewish Memorial Hos- 
pital, Roxbury, Mass, and Jewish Tuberculosis Sanatorium, 
Rutland, Mass. Pp. 216 including index. Illustrated. Cloth. 
$200. New York: M.’ Barrows & Co. 1940. 


The patient with diabetes needs to know a great 
deal about his disease and how he can live with it. 
After several chapters devoted to general informa- 
tion concerning diabetes and how it may affect 
the patient the remainder of the book is devoted to 
a stimulating discussion of foods, together with 
many appetizing recipes. Every diabetic patient 
should possess this volume. 


DISEASES OF THE DIGESTIVE SYSTEM, by Eugene Rosen- 
thal, M. D., Lecturer in the Medical Faculty, Royal Peter 
Pazamany University, Budapest, Hungary. Preface by R. J. V. 
Pulvertaft, M. D., F. R. C. P. Pp. 394 including index. Illus- 
trations 234, including 104 in color, and 16 tables. Cloth. 
$8.50. St. Louis: The C. V. Mosby Co. 1940. 


A multitude of diagrams help greatly in the un- 
derstanding of the various types of diseases of the 
digestive tract. The author wastes little space in 
theoretical discussion of the notions of various 
men. Rather, on the basis of rich experience, the 
author is inclined to be highly explicit in his state- 
ments. That, after all, may be a most welcome 
virtue, as anyone can testify who has pulled down 
a mass of textbooks from his library in an effort 
to get definite help when confronted by some puz- 
zling condition in a patient. This is a beautiful 
book. For both its appearance and content it de- 
serves a place in the balanced library of the physi- 
cian. 


September, 1940 


CANCER IN CHILDHOOD and A Discussion of Certain Be- 
nign Tumors: Harold W. Dargeon, M. D., F. A. A. P., Attend- 
ing Pediatrician, Memorial Hospital for Cancer and Allied 
Diseases, New York; Associate Pediatrician, New York Found- 
ling Hospital; Instructor in Pediatrics, College of Physicians 
and Surgeons, Columbia University. Pp. 114 including index. 
Illustrated. Cloth. $3.00. St. Louis: The C. V. Mosby Co. 1940. 


Most of the textbooks on cancer have concerned 
themselves with cancer in general. It was high 
time that a study of this disease in childhood 
should make its appearance. This book may well 
mark the beginning of research in the peculiar 
problems of neoplastic disease in babies and chil- 
dren. Cancer has usually been thought of as being 
a disease of middle age or beyond. All of us need 
to know more about its occurrence and behavior 
early in life. 

Numerous authors have contributed to this book. 
There are many complete case studies, with splen- 
did illustrations. The book concerns a topic which 
no physician can conscientiously neglect to know 
thoroughly. 


NEW AND NONOFFICIAL REMEDIES, 1940, containing de- 
scriptions of the articles which stand accepted by the Council 
on Pharmacy and Chemistry of the American Medical Associa- 
tion on Jan. 1, 1940. Cloth. Price, postpaid, $1.50. Pp. 656- 
LXVIII. Chicago: American Medical Association, 1940. 


Each year a revised list of the articles which stand 
accepted by the Council on Pharmacy and Chem- 
istry of the American Medical Association as of 
January 1 is published in book form under the 
title of ‘New and Nonofficial Remedies.” The book 
contains the descriptions of acceptable proprietary 
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substances and their preperations, proprietary mix- 
tures if they have originality or other important 
qualities, important nonproprietary nonofficial 
articles, simple pharmaceutical preparations, and 
other articles which require retention in the book. 

A list of articles and brands accepted by the 
Council, but not described, is included in the book 
to cover simple preparations or mixtures of official 
articles (U. S. P. or N. F.) marketed under descrip- 
tive, nonproprietary names for which only estab- 
lished claims are made. 

New and Nonofficial Remedies is a practical and 
condensed text of pharmacology and therapeutics; 
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it contains scientifically elaborated standards for 
all accepted nonofficial drugs; its Index to Dis- 
tributors is a list of manufacturers, a large number 
of whose products have met the Council’s high 
standards; its Bibliographical Index is a store- 
house of references to reports which have been made 
mainly on unaccepted and unacceptable drugs; its 
prefatory material contains the Council’s “Rules,” 
a time-tested and reliable set of basic principles 
for the furtherance of scientific and rational medi- 
cine. 

The indices of the new volume of New and Non- 
official Remedies are of the same order and plan 
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as in previous editions. A general index lists ac- 
accepted articles, including those not described. 
This is followed by an index to distributors in which 
appear all the Council accepted articles listed un- 
der their respective manufacturers. Finally, a 
bibliographical index is added for listing propri- 
etary and unofficial articles not included in N.N.R. 
This includes references to the Council publications 
concerning each such articles as has appeared in 
The Journal of the A. M. A., Reports of the Coun- 
cil on Pharmacy and Chemistry, Propaganda for 
Reform, Vol. 1 and 2, or Reports of the A. M. A. 
Chemical Laboratory. 


GYNECOLOGICAL AND OBSTETRICAL PATHOLOGY: Emil 
Novak, A. B., M. D., D. Sc. (Hon. Dublin) F. A. C. S.: Associ- 
ate in Gynecology, The Johns Hopkins Medical School; Gyne- 
cologist, Bon Secours and St. Agnes Hospitals, Baltimore; Fel- 
low ,American Gynecological Society; American Association of 
Obstetricians, Gynecologists and Abdominal Surgeons and 
Southern Surgical Association; Honorary Fellow, Royal Insti- 
tute of Medicine, Budapest; Sociedad d’Obstetricia et Gine- 
cologia de Buenos Aires; Central Association of Obstetricians 
and Gynecologists; Texas State Association of Obstetricians 
and Gynecologists; Past Chairman, Section of Gynecology and 
Obstetrics, American Medical Association. Pp. 496 with index. 
427 illustrations. Cloth. Philadelphia: W. B. Saunders Co. 
1940. 


This book is splendidly illustrated with both 
drawings and photographs of gross and micro- 
scopic sections. In many instances pathology is 
related to the embryological development of the 
tissue concerned. Stress is laid on the differentia- 
tion of neoplastic diseases and the inflammatory 
diseases. This is not a large book, but the various 
sections are so well subdivided that desired in- 
formation is very readily obtained by the reader. 
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